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Be not the first by whom the new are tried, 
Nor yet the last to lay the old aside. 
—Pope. 


It is obvious that a literal interpretation of Pope’s 
doctrine of conservatism universally applied would be 
a complete and effectual bar to all progress. Yet most 
persons would do well to plod the ultraconservative 
path, leaving the trial of the new to the gifted and 
venturesome few. 

Overenthusiasm inevitably follows the discovery of 
a new therapeutic agent, particularly that discovery 
which tends to be startling or which carries with it a 
dramatic appeal. After overenthusiasm, in varying 
degree but in definite sequence, come publicity, com- 
mercial exploitation, incompetence and abuse, fol- 
lowed by poor results, recognition of defects and 
dangers, fear, decreased use and overcorrection, until, 
finally, such merits as may exist become recognized in 
their true light and the new therapeutic agent (drug 
or surgical method) reaches stability at its proper level 
of usefulness (chart 1). This process of trial and 
evaluation may require months or years. The perni- 
cious practice of blood-letting persisted through the 
centuries. 
toward nephropexy a generation ago afforded a classic 
example of this cycle, with the exception that the 
vicious commercial exploitation feature was lacking, in 
that there were no kidney hammocks on the market. 
Mercurochrome, mandelic acid and fever therapy, each 
has had its fling and each its appraisal. A host of other 
remedies might be cited. The most recent conspicuous 
example is the magic medicine sulfanilamide, certainly 
a drug of most unusual merit, although falling some- 
what short of enabling the internist to dispense with 
history taking and physical examination and seeming 
to be now on the downgrade. 

The opinions and ideas concerning transurethral 
prostatic resection here presented, although based to 
some extent on personal experience and on the litera- 
ture, are derived almost wholly from an impartial 
analysis of opinions contained in personal communica- 
tions received from 100 American urologists of recog- 
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nized ability and integrity, arbitrarily and impartially 
chosen. Letters of inquiry written in an attempt to 
sense the present trend of opinion were sent during 
February 1938 to the fellows and active members of the 
American Association of Genito-Urinary Surgeons and 
to every tenth name included in the alphabetical roster 
of diplomates of the American Board of Urology. 
The list consisted of men of reputation and accomplish- 
ment, most of them well known through their writings 
and all of them competent and without cause for preju- 
dice, although it happened to include those names 
which have been most conspicuously identified with the 
development and the popularizing of the transurethral 
method. I refer particularly to Caulk, T. M. Davis, 
McCarthy, Aleeck and Bumpus. The inquiry was not 
a questionnaire as such but rather in the nature of a 
personal communication requesting an opinion. Those 
solicited were most generous and courteous in response, 
more than 95 per cent replying. This report consists 
of a summary and digest of, as well as interwoven 
quotations from, the first hundred replies received, 
after duplicate opinions from those associated in the 
same office or clinic were excluded. , 


DIVERGENT VIEWS 

By far the most striking impression which one 
receives as a result of reading these hundred letters is 
one of amazement that there should be such wide dis- 
crepancy in opinion. The transurethral method is 
extolled to the skies and condemned utterly. There 
are the extremists and the nihilists. There are those 
resectionists who recognize no contraindications and no 
limitations so far as the size of the gland is concerned, 
and there are those who refer to the transurethral 
method as “whittling” or “electrocution” and who will 
have none of it. Writing on this subject in the British 
Medical Jouwnal, Walker’ states that “in England, 
perhaps owing to our happy genius for discovering 
middle courses, these extremes of opinion are seldom 
encountered.” 

CLASSIFICATION 

An accurate classification of urologists based on 
technic employed is as impossible as it is purposeless. 
Nevertheless it is quite possible to draw certain general 
conclusions, based on table 1, showing three general 
groups of urologists, two of which are small minorities : 
(1) resection extremists, (2) prostatectomy extremists 
and (3) a large middle group made up of “selection- 
ists.” As indicated, there is some overlapping of 
groups, since even surgeons performing either a very 
large or a very small percentage of resections are 
necessarily also selectionists. 


1. Walker Transurethral Resection of the Prostate, Brit. 
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Panresectionists. — Included among the resection 
extremists, who employ this method in at least 90 per 
cent of cases, there is a small minority, totaling eight, 
designated panresectionists, who recognize no limita- 
tions with respect to the size or shape of the prostate and 
who perform prostatectomy only on very rare occasions 
for some mechanical lesion, such as urethral stenosis 
or ankytosis of the hip, or for the purpose of demon- 
stration to students. Kretschmer* has “taken the 
prostates as they came, big, little, hard and soft” and 
has “refused no patient relief from prostatic obstruc- 
tion by the transurethral route, irrespective of age or 
physical condition.” Others feel that size in itself is 
no contraindication. Alcock * believes that “the size 
of the gland has little if anything to do with the indi- 
cation for prostatic resection” and even states that a 
large prostate is “easier (for him) than the small.” 
For several years Sisk * has “used transurethral resec- 
tion in almost 100 per cent of cases.” Bum- 
pus’s* statement that “the first year . . we 
operated in all the county cases by resection just to 
prove that it was possible” suggests that perhaps the 


resectionist views the large prostate as a challenge to 
his ingenuity and skill. 


Another example of how far 


Chart 1.—Trial and appraisal; the reaction of the medical profession 


toward anything new. 


one may be carried by his enthusiasm is afforded by 
Thompson's * suggestion for prostatic resection through 
a perineal incision in cases of difficult urethral instru- 
mentation, causing one to wonder why the contraindi- 
cation to complete clean enucleation of the gland through 
the existing incision. 

Nihilists —“The number of operations that should 
be handied with the resectoscope should be somewhere 
in the neighborhood of one hundredth of one per cent, 
or less.” The point of view of this outspoken nihilist is 
shared by a small minority, although the entire group 
(numbering twenty-two) who limit their transurethral 
activities to “those conditions for which the punch 
Operation was formerly indicated” are essentially 
nihilists so far as the cutting loop, as applied to benign 
hypertrophy, is concerned. 

Selectionists —“Transurethral resection is the ideal 
method of dealing with obstructions which, by their 
nature, are unsuitable for enucleation.” This concise 
and expressive statement by G. G. Smith represents 
the opinion of many. Comments concerning the advis- 
ability of selection make up by far the most interesting 
and instructive material contained in the letters. Well 
over eighty letters expressing volunteer opinions on 
this phase of the subject are practically unanimous in 
favor of selection, although some only to a limited 
extent. Discrimination is evident among ardent resec- 
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tionists such as Nesbit and Hamer,’ the latter of whom 
feels “that some conditions are more satisfactorily cured 
with more safety and less time by open operation than 
by repeated resections.” “Obstructing prostatism merits 
discriminating allocation of method to case rather than 
case to method” (McCarthy?). “I am still selecting 
my cases for both methods of procedure” (Thomas *). 
Livermore,’ who believes resection to be “the greatest 
advance in prostatic surgery since Hugh Young’s monu- 
mental work,” states that it is “not applicable in all 
cases” and suggests “a happy medium.” Indicating his 
open-mindedness, Osgood * is “delighted to use the 
transurethral method for bars, vesical outlet constric- 
tions and small median lobes,” while Rathbun * con- 
siders resection to be “a very valuable procedure which 
has been considerably overdone.” Chetwood,' “sum- 
marizing over twenty-seven thousand cases of trans- 
urethral resection” through questionnaire _ replies, 
concludes that “caution as well as restraint should be 
exercised” in transurethral operations, which “should 
be applied in a selective group of cases.” Schmidt * 
believes that “many patients are best operated on by 
open prostatectomy.” Since a number of these quota- 
tions are from ardent resectionists, further enumeration 
of the many opinions of this kind would seem to be 
unnecessary. It is important to note Walker’s?* state- 
ment that the majority of British urologists employ 
resection “in moderation.” 

Yet “selection” does not tell the entire story. As 
Alcock * mentions, there are certain well known oper- 
ators who have devoted themselves almost exclusively 
to transurethral resection, perineal prostatectomy or 
suprapubic prostatectomy (for instance, Alcock, Young 
and Hunt) and have obtained conspicuously good 
results. Since this “certainly is not fitting the opera- 
tion to the patient,” it is obvious that a skilful and prac- 
ticed few have succeeded in fitting the patient to the 
surgeon. 

TREND 

It is significant that of forty-one urologists making 
specific statements as to trend or tendency in their own 
work, eight (20 per cent) say that transurethral opera- 
tions are showing an increase, while with thirty-three 
(80 per cent) the trend is toward a decrease. Included 
in the latter group are a number of formerly high per- 
centage resectionists of wide experience. On the other 
hand, included in the former group are certain New 
Englanders of recognized conservatism, while Bugbee,’ 
“with accumulated experience,’ has become “more and 
more enthusiastic.” Another surgeon notes that his 
“enthusiasm is waning.” Culver * has submitted accu- 
rate yearly figures, beginning in 1932, “with resections 
increasing from 70 per cent to a peak of 90 per cent 
in 1934 and then tapering off to 60 per cent in 1937.” 


PUBLIC DEMAND 
“My impression is that the public is undergoing a 
change in opinion” (Hepler*). Insistent demand for 
“the needle treatment,” “‘the electric method” and relief 
“without cutting,” by patients, relatives and physicians, 
created by premature publicity and commercial exploita- 
tion and based on the original misconception that resec- 
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tion is a simple office procedure, without incision and 
without risk, has had its injurious effect. In this con- 
nection, credit should be given Lewis and Carroll,® who 
in 1933, “in the midst of the wild stampede in favor 
of resection,” recognized the limitations and the dan- 
gers in connection with this procedure and had the 
courage to present an outspoken analysis advocating 
conservatism and caution. They said “It is not only 
erroneous but dangerously misleading to teach that 
prostatic resection is minor surgery.” This public 
clamor and increased “prostate consciousness” have 
been fostered and developed not only by resection 
propaganda but also by misinformation given wide 
publicity in syndicated newspaper medical columns, by 
pernicious faker radio advertisements, and by silly and 
purposeless feature articles in popular magazines. For 
instance, under the title “No Cause for Alarm,’’ Maxine 
Davis in the Pictorial Review for January 1938 devoted 
several columns to startling and lurid misinformation 
concerning the prostate gland, in an article well cal- 
culated to be the occasion for worry by the uninformed 
and to cause the intelligent reader to wonder how it 
happens that this author knows something of serious 
and dire consequence with respect to the prostate gland 
of which urologists who have devoted their lives to the 
study of this subject are not aware. 

It seems, however, that the same urgent demand no 
longer exists, and that “the wave of propaganda in 
favor of resection which has swept the country” (G. G. 
Smith ®) is tending to recede. In Shupe’s * opinion, 
resection “has run its course, as far as its appeal to 
the public is concerned” and “patients do not request it 
any more.” Geisinger* feels that “patients are now 
much less assertive” whereas “some time ago they were 
demanding resections with great unanimity.” This 
author adds “I contributed my part to this overenthu- 
siasm.” Patch * thinks “that a saner outlook is being 
regained,” and Bransford Lewis,* of “Moonlight and 
Roses” fame, makes the positive statement “We insist 
on making our own selection of method to the exclu- 
sion of the opinion of any one else concerned.” ‘Less 
public enthusiasm” has been noted by Howze.* He 
says “This presumably is due to the fact that the 
patients do a great deal of talking among themselves 
and must tell each other of unsatisfactory results.” 
Finally, selectionists now occasionally witness the spec- 
tacle of the patient who himself demands prostatectomy 
in order to “Have it over with.” It therefore seems 
definitely established that “the stampede has run its 
course” and that the demand pendulum is swinging 


back. 
TIME AND COST 


“The question of hospital cost must be weighed 
against the possibility of recurrent hospitalization” 
(Randall*). It is the prevalent and accepted opinion 
among physicians and patients that the transurethral 
method materially lessens the period in the hospital 
and hence the cost. In view of the fact that herein 
lies the chief selling point, it is surprising to note that 
opinion on this phase of the question is by no means 
unanimous. Many dissenting voices arise, basing their 
contradiction chiefly on the “prolonged and trying period 
of convalescence after leaving the hospital” and the 
obvious fact that the necessity for multiple sittings 
unquestionably nullifies resection’s chief advantage. 
For instance, Green *® says “The actual convalescence, 
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even though it is not in the hospital, is longer.” 
Deming * believes that “by Hinman’s ™ technic,” includ- 
ing plastic closure of the prostatic capsule and es 
perineal incision, following perineal prostatectomy, “ 

large adenoma may be removed . anda Sealed 
wound with normal urine obtained in a shorter time 
than with the transurethral method.” “I still think 
that perineal prostatectomy gets the patient through the 
operation in just as short a time and with a much better 
functional result” (G. G. Smith*). As ardent and 
able a resectionist as Bumpus * concedes that “supra- 
pubic prostatectomy makes a shorter stay in the hos- 
pital than multiple transurethral resections.” The 
suggestion that a shorter period in the hospital, with a 
lower hospital bill, conserves the patient’s funds with 
which to pay the surgeon hardly seems to have a proper 
place in a clinical discussion. Postresection complica- 
tions, such as delayed hemorrhage and_ persistent 
residual urine, requiring repetition, necessarily tend to 
prolong the stay in the hospital and thus to minimize 
the chief advantage of resection. Making specific 
reference to the time consumed in the hospital, Turner '* 
reported a series of 100 resections with an average 


TABLE 1.—Classification of Urologists * 


Resection Panresectionists 8 
extrem- 95% resections 5} 21 
ists 90% resections 8 

60 to 90% resections 9 

40 to 66% resections » Selectionists 19 

20 to 40% resections 29 
Prostatee- { 20% (or less) resections 8 
tomy Fibrosis, bars and caaatniatiiin only 6 } 22 
extremists | Nihilists 8 


* Based on 100 responses stating the percentage of a obstruc- 
tions each is accustomed to remove via the transurethral rout 


period in the hospital of thirty-five and one-half days. 
It is therefore evident that there are two sides to the 
time question and that the period associated with resec- 
tion may not be the shorter when measured by duration 
of symptoms and, sometimes, even when measured by 
the time in the hospital. 


ABUSE 

“Unfortunately, like other procedures which have 
been rather extensively exploited, transurethral resec- 
tion has fallen into the hands of incompetent and 
unscrupulous persons, who have caused a good deal of 
damage and discredit to what can be a good procedure. 
I think this is one of the great advances in the treat- 
ment of prostatic obstruction” (Lower *). Keyes and 
Ferguson '* state that one dealer “has sold more 
(resection) instruments . . than there are urol- 
ogists in the United States.” Abuise includes (1) the 
employment of the resectoscope by those not properly 
qualified and (2) the performance of unnecessary 
operations, either because of poor judgment or for other 
reasons. “Untrained operators are doing: too many 
financial operations” and “I sincerely believe that a 
great many people are being unnecessarily operated on, 
the chief reason being one that [| hate to mention” are 
typical comments from well known urologists. “The 
procedure is being used for chronic prostatitis and other 
conditions which | do not require any operative pro- 


11. Hinman, Prank. The Modern Operation of Plastic Perineal Pros- 
tatectomy, Rs Am. A. Genito-Urin. Surgeons 30; 265, 1937. 

12. Tur B. W.: Contraindications and esa ane) Incident to 
15 (Ju 


Transurethral Prostatic Resection, J. Urol. 
Jrology, ed. 6, New York, 


E. L., and Ferguson, 
D. y toed -Century Inc., 


684 


cedure.” “I think that almost every one who has had 
the slightest symptoms arising from prostatic hyper- 
trophy has been resected.” “The introduction of the 
resectoscope has been responsible for the performance 
of thousands of unnecessary operations.” In fairness, 
however, it should be pointed out that these typical 
criticisms, from men of national reputation, apply not 
to the method but rather to certain human traits, The 
obvious and inevitable consequences of abuse are 
unnecessary deaths, unnecessary suffering, unnecessary 
expense and undeserved discredit to a very useful 
procedure. 


SKILL AND EXPERIENCE 

All urologists agree that resection, aptly referred to 
by Hess* as “a specialty within a specialty,” is an 
undertaking for the expert. In fact, majority opinion 
considers this method to be more difficult and com- 
plicated than suprapubic prostatectomy, as to both tech- 
nical execution and after-care. Twenty-one letters 
refer to this phase of the subject, most of them suggest- 
ing that “the attitude of the surgeon toward resection, 
as well as his mortality rate and end results, bears a 
direct relationship to his skill and experience.” This 
is too obvious to require discussion. Braasch* has 
observed that “the proportion of transurethral resec- 
tions and prostatectomies done by the urologist varies 
directly with his ability and experience in this field.” 


TABLE 2.—Comparative Mortality Rates (Davis) 


Total Series 
Consecutive Without a 


Mortality 
ases Death Deaths Rate 
Perineal prostatectomy 741 121 20 2.7% 
Transurethral resection 361 107 21 5.8% 


Stevens * feels “very strongly that there is little done 
in the field of surgery which has so large a personal 
factor” and adds that “urologists inadequately trained 
in surgery will naturally pull hard for the transurethral 
method, although this by no means implies that all 
urologists favoring resection are poor surgeons.” 
Bugbee * believes that “one should do several hundred 
resections before one is in any way able to master the 
technic,” and, confirming this statement, it is a matter 
of common knowledge that operators who have per- 
formed a large series of resections have reported a 
high initial mortality rate, later conspicuously lowered. 
Obviously, transurethral resection cannot be learned 
through an apprenticeship or by observation. As G. G. 
Smith * has stated, “Proficiency can be attained 
only through individual experience.” Keyes and Fer- 
guson, recognizing the value of resection, particularly 
for prostatic sclerosis, refer to the “yeoman resection- 
ists” and to “the ease with which some do and others 
pretend to do this operation.” 


MORTALITY RATE 
Obviously the mortality rate of transurethral opera- 


tions varies in inverse ratio with the skill and experi- ~ 


ence of the surgeon and unquestionably may be made 
exceedingly low. Summarizing mortality reports, 
Bumpus * concludes “It is evident that in the hands 
of the experienced the mortality should be less than 2 
per cent,” whereas McCarthy? feels that “the mor- 
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mortality.” Barringer performs 60 to 70 per cent of 
resections because the “mortality is so much reduced,” 
in spite of the fact that “all in all the operation is not 
quite as effectual as prostatectomy.’ Many others 
comment on the conspicuously low risk of resection as 
compared with suprapubic prostatectomy. In fact, this 
is generally accepted, although a discordant note is 
introduced by such statements as “the low mortality 
from resection in the hands of the average operator 
is due to the fact that many of his patients should never 
have been operated on.” It seems very doubtful, how- 
ever that the “average” resectionist actually has a low 
mortality rate. Negley,'® analyzing 400 operations on 
the prostate, half by each ‘method, performed by 
various general surgeons and urologists in two large 
hospitals, one charity and the other private, found that 
the deaths following resection outnumbered those fol- 
lowing prostatectomy three to one. 

A number of operators who use the perineal approach 
have reported mortality figures distinctly better than 
their own resection figures and comparing favorably 
with the figures reported by recognized resection 
experts. My own opinion is in accord with that of 
McCarthy,’ who believes that “the mortality of resec- 
tion in skilled hands, while lower than suprapubic 
mortality, approximates that of perineal prostatec- 
tomy.” Cecil* does not believe that resection “‘com- 
pares with perineal prostatectomy as to mortality.” 
G. G. Smith,’ who likewise has a lower prostatectomy 
mortality rate, considers that the resection mortality 
rate in the hands of the “great majority” is “perhaps 
10 per cent” and adds that “hundreds of patients are 
being sacrificed every year by men who are endeavor- 
ing to learn the technic of transurethral resection.” 
According to Randall,® “the resection mortality is cer- 
tainly 10 per cent, probably higher.” My own mor- 
tality rate for perineal prostatectomy, as indicated in 
table 2, is 2.7 per cent, as compared with a 5.8 per cent 
resection rate for a series combined with that of my 
colleague Owens. 

FUNCTIONAL RESULTS 

“The patients seemed happy that they were able to 
void” and “were mostly satisfied with the result, indeed 
much better satisfied than I.” This honest and delight- 
fully concise expression by Mackenzie * of Montreal 
comes very near to telling the entire story. Beer‘ is 
“impressed by the reports of large numbers of ‘resected’ 
patients who require continued treatment’ and has “no 
doubt that most resected cases void more readily and 
have much less residual than prior to operation, but 
large numbers are not absolutely and definitely cured, 
as they are after a complete enucleation,” and “pyuria, 
frequency and dysuria often persist for months or 
permanently. 

Of the hundred letters, fifty-five contain volunteer 
opinions with respect to the all-important question of 
the ultimate success of the operation as measured by the 
completeness and permanence of symptomatic relief. 
Of these, sixteen (30 per cent) express satisfaction 
with the end result, although in a number of instances 
this opinion is qualified by such expressions as “‘if 
properly done” or “in properly selected cases.” “I 
should say that the results are just as permanent and 


tality in competent hands should vary from 1 to 4 per complete” is the opinion of Caulk,’ while Crowell * 
cent.” In Lower’s * opinion, “The greatest advantage believes “that the permanent results are just about as 
of transurethral resection is that it carries a much lower — good.” 
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The remaining thirty-nine letters (70 per cent) 
express varying degrees of dissatisfaction, although 
there is no general condemnation and no denial of a 
certain percentage of brilliant results. The general 
tendency is to place great emphasis on such items as 
continued pyuria, bladder irritability and urinary fre- 
quency, although the patients are able to void and are 
mostly without residual urine. Frequent reference is 
also made to such postoperative complications as hemor- 
rhage, pelvic cellulitis, stricture, incontinence, late 
recurrence and infected residual prostatic tissue as a 
cause of impairment of general health on a_ focal 
infection basis. 

It is unnecessary to state that many letters refer to 
patients reported cured by resection who had traveled 
to other clinics for relief by prostatectomy or local treat- 
ments of the bladder without the knowledge of the 
resectionist. Also a number of urologists report the 
necessity of subsequent prostatectomy in their own 
cases of unsuccessful resection. Under this circum- 
stance Hepler’s * patient inquired “Why didn’t you do 
that in the first place?” 

Hepler’s * experience has been that many patients 
were not relieved of their prostatism even though there 
was no residual urine, and Quinby states definitely that 
“with the very large or badly infected prostate, we 
get better results from the open operation.” Delzell * 
believes “that it is possible to perform resection in 
about 90 per cent of cases,” although “practical results 
do not justify this operation in over 25 per cent.” 
Beer '* suggests that “mild prostatics are frequently 
worse off after resection,” on account of increased 
infection and urinary frequency following the removal 
of “some” of the prostatic tissue, despite the reduction 
in the amount of residual urine. The opinion of many 
urologists is expressed by Herman, who says that “few 
resectionists can employ the method as a routine with 
final results comparable to those obtained by selective 
methods.’ A new idea is brought forth by Paine * in 
the suggestion that “the new lease of life and the reju- 
venation which elderly men seem to have after a success- 
ful enucleation of the prostate depends to a large extent 
on the removal of the focus of infection” as well as 
relief from residual urine. He believes that trans- 
urethral resection fails in this respect. Of 253 consecu- 
tive one year replies received from my own perineal 
prostatectomy patients in answer to the question “Do 
you consider yourself well, improved or unimproved ?” 
82.5 per cent classify themselves as well and 16.3 per 
cent as improved (table 3). Replies to the same ques- 
tion from a large series of one year resection patients 
should make an interesting comparison. Keyes and 
Ferguson say “One fears that ten years after opera- 
tion, many of the patients may suffer recurrence 

: such as occurs even after prostatectomy.” 
Decidedly, the consensus is that enucleation is more 
dependable with respect to completeness and perma- 
nence of symptomatic relief. 


MULTIPLE SITTINGS 

“Surgeons should aim at a higher ideal” than to 
advise a certain operation knowing that “repetition may 
be necessary in order to effect a cure.” Randall’s * 
condemnation of multiple sittings is concurred in by 
all but two of the nineteen urologists who voluntarily 
refer to this phase of the subject, the general thought 
being that prolongation of the procedure tends to nullify 
resection’s chief advantage. According to Hyde,* 
“there is less trauma to the patient, both physical and 
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mental, with prostatectomy than with multiple resec- 
tions,” and Bumpus * states that “suprapubic prostatec- 
tomy makes a shorter stay in the hospital than multiple 
traiisurethral resections.” If resection is a more tedious 
ordeal for the patient than prostatectomy, as some 
urologists (including myself) think, this is doubly sig- 
nificant with respect to multiple resections, although 
“some patients prefer two, or even three, resections 
rather than undergo prostatectomy” (Livermore’s °). 
Nesbit * believes that “the very large gland, which might 
require multiple resections may be removed 
as safely by perineal prostatectomy.’ Colston * writes 
We are unanimous in condemning multiple resections.” 


THE OPERATION 

“For the very large prostate, the ‘whittling opera- 
tion,’ as some have called it, is not only inappropriate 
but even ridiculous, when in a few minutes the hyper- 
trophied lobes may be enucleated in toto, with a 
permanent cure.” By way of interpretation of this state- 
ment by Young,* I assume personal responsibility for 
the opinion that resection except in selected cases is 
infinitely more tedious and tiring and from the point 


. of view of surgeon and patient alike, besides being 


more time consuming, less certain as to results and no 
less hazardous than perineal prostatectomy. In other 


Taste 3.—Late Functional Results Following Perineal 
Prostatectomy.* 


Perineal Resec- 


Patient's Own Opinion Prostatectomy tion 

98.8% 


* Based on 253 consecutive questionnaire responses after one year. 


words, as a result of the expenditure of greater effort 
on the part of both surgeon and patient, less has been 
accomplished. Therefore, since these advantages rest 
with perineal enucleation, the answer to the question 
as to wherein then lies the justification for routine 
resection is that certain skilful operators have succeeded 
in bettering their results of suprapubic prostatectomy 
by this method. In confirmation of the advantages of 
perineal enucleation as enumerated, Alcock * has gra- 
ciously reiterated “If I could do a perineal prostatec- 
tomy as well as Dr. Young can, I would probably do 
all my cases by that method.” 


PRELIMINARY DRAINAGE 


To the conservative and to those who have established 
conspicuously good records in prostatic surgery, the 
necessity for preoperative drainage is axiomatic. One 
might just as well seriously question the advisability 
of hemostasis. If one factor were to be named largely 
responsible for the dramatic lowering of the prostatec- 
tomy mortality rate from 40 per cent to practically nil, 
it would be this. Yet one notes a tendency among resec- 
tionists toward minimizing this essential process. For 
instance, Bumpus and Massey '* go so far as to say that 
“transurethral resection has diminished the 
necessity for preliminary preparation in the majority of 
cases of hypertrophy of the prostate.” A lessening of 
the drainage period has been urged by Kretschmer '® 
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and others, although Davis *° considers that “adequate 
preliminary treatment is of paramount importance 

continued until the renal function has become 
stabilized.” Emmett" of the Mayo Clinic states that 
“drainage by catheter is employed only if nitrogen is 
retained in the blood,” while Thompson *! of the same 
clinic says “Let me reiterate that preliminary drainage 
is an absolute essential.” For patients with oniy moder- 
ate amounts of residual urine and without impairment 
of renal function, it is conceded that preliminary drain- 
age may be fairly safely dispensed with before either 
operation, whereas with a distinct increase in the blood 
nitrogen content the conservative surgeon would do 
well to omit this precaution before neither operation. 
In other words, drainage is essential for poor risks 
before either operation and for good risks before 
neither. The logical conclusion is that the duration of 
drainage should be fitted to the patient rather than to 
the operation. Personally, I much prefer to drain than 
be sorry and follow this procedure with all but con- 
spicuously good risks. 

The great increase in the number of resections as 
compared with the number of prostatectomies has been 
noted by many urologists and is generally recognized. 
Beer '* states that “few clinics in the first thirty years 
of this century were able to report over 1,000 cases 
in whom prostatectomy had been indicated and per- 
formed, whereas in the last five years a number of 
clinics have reported over 500 and some even 1,000 to 
2,000 cases. This conspicuous increase is 
explained by the resectionists on the theory that patients 
now have less fear of prostatic operations and conse- 
quently seek relief earlier, but this belief is not shared 
by others, who claim that many of the operations are 
unnecessary. One writer suggests that “perhaps it is 
in such cases that preliminary treatment may be dis- 
carded.” At any rate, it seems safe to make the state- 
ment that, with but few exceptions, the patient in no 
need of preprostatectomy or preresection drainage is 
in no immediate urgent need of a prostatic operation. 


THE ESSENTIAL DIFFERENCE 

As outlined in the preceding paragraphs, it is the 
opinion of the majority of urologists that the risk of 
resection is less than that of suprapubic prostatectomy 
and about the same as that of perineal prostatectomy 
(all in good hands ), that the duration of the preliminary 
drainage should depend on the condition of the patient 
rather than on the method, that the actual procedure is 
more tedious and time consuming and that, in general, 
symptomatic relief is less complete and permanent than 
that following enucleation. The question which then 
iaturally arises is ‘““What is the essential difference 
between perineal prostatectomy and transurethral resec- 
tion, and wherein lies the advantage of the latter?” 

On the basis of mortality rate, the advantage of resec- 


tion over operation by the suprapubic route is obvious, ° 


but the advantage over operation by the perineal route 
rests chiefly (if not solely) on the number of postopera- 
tive days in the hospital. My own average period of 
hospital care following perineal prostatectomy is twenty- 
one days, while Hinman,"! following his method of 
plastic closure of the prostatic capsule and perineal inci- 
sion, has reduced his average figure to seventeen days. 
He says that “the functional results (of his plastic 
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closure operation) are as permanent and as good as, or 
better than, results achieved by any other method.” 
One may be certain that this is an accurate, conserva- 
tive statement. 

Emmett '* has recently reported an average post- 
operative period in the hospital of eight days, “remain- 
ing almost constant, year to year,” following resection 
at the Mayo Clinic. It would seem reasonable to con- 
sider this figure as a minimum average. Giving the 
full benefit of the doubt to the resectionist by omitting 
all consideration of later hospitalizations and subsequent 

“ambulatory treatments,” and assuming that the eight 
day patients, as well as Hinman’s seventeen day 
patients, are discharged permanently well, one must 
conclude that the essential difference, the best available 
figures for each method being compared, is nine days, 
which seems rather a cheap price to pay for dependa- 
bility and permanence. 


INCONTINENCE 


If a substantial increase in the sales of the Cunning- 
ham incontinence clamp coincident with the advent of 
transurethral resection may be considered as an index 
of the number of cases in which incontinence results 
from this procedure, it may be stated that the frequency 
of this complication has been greatly underestimated. A 
communication from the Bard Company states that the 
estimated yearly sales of the clamp averaged from 100 
to 150 during the ten years preceding 1928 and gradu- 
ally doubled during the ensuing years to 1933, since 
which time precise figures are available, these being 
384, 473, 720, 684 and 1,008 for the years 1933 to 1937 
inclusive. On the basis of 432 for the first quarter 
of 1938, total sales for the current year should reach 
1,700. It is “an ill wind that bloweth no man good.” 


CONCLUSIONS 


My own thought has always been that the entire 
situation may be summed up concisely and fairly accu- 
rately by the statement that, whereas resection is the 
shorter, prostatectomy is both safer and surer. Sacri- 
ficing conciseness and brevity for greater accuracy, one 
may, in the light of information recently obtained, 
paraphrase this aphorism as follows : 

Resection is usually shorter than prostatectomy, as 
measured by days in the hospital but not as measured 
by days of convalescence or by actual operating time. 

Perineal prostatectomy is decidedly safer than resec- 
tion in the hands of some surgeons (on the basis of 
their own resection figures), although there is no essen- 
tial difference when the best available figures for each 
procedure are compared. 

Prostatectomy by either route in good hands is surer 
than resection, in that the majority of surgeons agree 
that enucleation gives more dependable assurance of 
complete and permanent symptomatic relief. 

Concerning resection, the extreme skepticism of one 
small minority (the nihilists) is balanced by the 
unbounded enthusiasm of another small minority (the 
panresectionists), while the great majority, exceeding 
80 per cent, recognize both advantages and limitations 
and favor selection of cases, as determined largely by 
the size of the gland. 


A skilful few, however, rather than fit the operation 
to the patient have succeeded in fitting the patient to 
the surgeon. 

The choice as to the method of operation is indi- 
vidual so far as the patient is concerned and personal 
so far as the surgeon is concerned. 
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Patients are well served and good results obtained 
by both groups of skilful extremists. 

The mortality rate and the functional results of 
transurethral resection bear a definite relationship to 
the skill and experience of the operator. 

The consensus indicates that the public demand for 
transurethral resection is showing a tendency to 
decrease. 

The number of urologists who are tending to decrease 
their percentage of resections is distinctly greater than 
the number tending to increase this percentage. 

The chief if not the sole advantage of resection in 
the best hands over perineal prostatectomy in the best 
hands consists in the saving of from nine to fourteen 
days of postoperative hospital care. 

Abuse by the incompetent and the unscrupulous has 
caused undeserved discredit to a very valuable pro- 
cedure. 

Transurethral resection, after passing through a 
typical trial and appraisal cycle, including both abuse 
and overcorrection, is now approaching the final stage 
of stability, with a clearly defined field of usefulness. 


It is my belief that these conclusions, which are not 
based on my own opinions, are essentially those which 
any fair-minded person would inevitably reach after 
reading the same hundred letters. 


SOME REFINEMENTS IN THE TECHNIC 
OF TRANSURETHRAL PROSTA- 
TECTOMY 


REED M. NESBIT, M.D. 
ANN ARBOR, MICH. 


The purpose of this paper is to discuss some of the 
most serious complications which have tended to dis- 
credit transurethral resection and to suggest certain 
refinements in the technic of operation which have been 
demonstrated to avoid them. These complications are, 
first, infection and sepsis during the immediate post- 
operative period; second, traumatic stricture of the 
pendulous portion of the urethra, and, third, persisting 
urinary dysfunction, with cloudy infected urine, delayed 
urinary sepsis and occasional recurrent hematuria. 

Transurethral resection has become an accepted pro- 
cedure by all urologists, but little agreement exists 
regarding the indications for and limitations on this 
operation. Many able and experienced surgeons believe 
that it should be performed only for small median lobe 
hypertrophies, median bars and vesical neck con- 
tractures. Other genito-urinary surgeons of equal 
experience and skill in prostatic operations feel that 
all obstructive lesions of the bladder outlet, regardless 
of size, should be dealt with by the transurethral 
approach. Surely the proponents of extreme conser- 
vatism are expressing honest opinions based on per- 
sonal experiences; they cannot be accused of being 
entirely wrong in their views. Likewise the advocates 
of resection in all cases, such as Alcock, Bumpus, Davis 
and Thompson, cannot be accused of being entirely 
wrong. Perhaps both groups are entirely right. Per- 
haps these divergent opinions are based on_ the 
experiences of men whose technical abilities with this 
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procedure are vastly dissimilar. Surely this operation, 
recognized by all as having a place in some cases, must 
be sound in principle. The inability of any able sur- 
geon or group of surgeons to perform properly any 
sound operative procedure in all cases should not con- 
demn that operation to the scrapheap. Neither should 
the superlative technical ability of a few surgeons give 
license to the universal practice of any difficult opera- 
tion. Most urologists agree that transurethral resection 
is indicated in those cases in which complete removal 
of abnormal tissue can be accomplished. The great 
and outstanding exception to this rule is in cases of 
sharply localized early malignant changes in which cer- 
tainly a perineal exposure with immediate biopsy and 
radical prostatectomy offers the best hope of survival 
from cancer of the prostate. 

Since infection plays an important part in the mor- 
bidity and mortality of operation, its control and 
prevention are imperative. To perform a complete 
transurethral prostatectomy and then have the patient 
die of sepsis is an unhappy and sad commentary on the 
surgeon and the operation he has performed. It is 
probably true that sepsis occurs more frequently as a 
result of the introduction of bacteria which are entirely 
foreign to the patient than from organisms which the 
host brings with him when he comes to the surgeon. 
The careful preparation of the patient for catheteriza- 
tion or instrumentation and the aseptic care of catheters 
and drainage systems both before and after operation 
will, in a large measure, reduce sepsis to an unusual 
complication. It has been the practice at the University 
Hospital for the past four years to employ a closed, 
sterile irrigator drainage system for all patients requir- 
ing catheter drainage before operation, and its use is 
part of the postoperative routine. The entire system, 
wrapped in a sheet, is sterilized in the autoclave. Each 
ward has an available supply. Catheters are introduced 
with aseptic technic, and the irrigating drainage system 
is immediately connected. The reservoir bottle is 
filled with 2 per cent boric acid solution in most cases. 
When the bladder is grossly infected, 0.25 or 0.50 per 
cent acetic acid is used. Frequent irrigations with this 
solution quickly clear up most severe bladder infections. 
The irrigator system is never disconnected when once 
put into use, the object being to provide drainage and 
to prevent the contamination of the bladder by acci- 
dental inoculation with organisms foreign to the host. 
The absence of sepsis which has resulted from the 
employment of these methods has justified a great 
enthusiasm for them. 

The ultimate result of a perfectly performed resection 
has occasionally been marred by the development of 
urethral stricture. This unhappy sequel has been 
observed by all resectionists who have checked up on 
their patients but unfortunately has received practically 
no recognition in the literature. Bumpus aptly remarked 
that one had better perform some other type of pros- 
tatectomy than do a successful resection and then leave 
the patient with a lesion of the urethra infinitely more 
debilitating and difficult to treat than his prostatism. 

Resectoscopes must of necessity have sheaths of large 
caliber, most instruments in common use being 28 or 
30 French in size. Not all male urethras possess this 
caliber. Some urethras are normally small, some are 
small because of previous disease and many are limited 
in size because of the loss of elasticity which the urethra 
shares with other tissues in later life. This inelasticity 
is invariably confined to the penile portion. It has been 
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the practice of resectionists to dilate such urethras until 
they can accommodate the resectoscope. Some have 
even performed internal urethrotomy to attain the 
desired accommodation for large instruments. In either 
event the dilation has amounted to rupture or divulsion 
of the urethral mucosa, which can only result in stric- 
ture. Such an injury invariably occurs in the pendulous 
portion and at the penoscrotal angle, where strictures 
are apt to contract rapidly 
and are notoriously hard to Y 
dilate. The anticipated suc- {FR 
cess of resection has doubt- 
less led to occasional un- 
warranted disregard of the 
urethra and irreparable in- 
sult in some cases. 
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Fig. 1.—lIrrigator drainage system. 


About a year ago Hugh Cabot suggested a method 
of averting this disaster to his colleague Dr. Thompson, 
who subsequently reported its use in one case.' In the 
discussion of Dr. Thompson’s report, Dr. Cabot said, 
“There appears to be no doubt that stricture of the 
urethra and periurethral abscess with resulting fistula, 
most commonly at the penoscrotal angle, have been 
more than occasional complications of transurethral 
prostatectomy. It is of interest to recall that more than 
sixty years ago Bigelow encountered the same problem 
in his masterly reorganization of the operation of 
lithotrity which he transformed into litholapaxy. He 
insisted that large instruments were essential to success. 
Commonly enough, these could be passed but he laid 
down in one of his earlier papers the doctrine that, in 
the presence of a small urethra, litholapaxy should be 
done through a perineal urethrotomy and not through 
a divulsed urethra. Therefore, | make bold to suggest 
to the gentlemen of Dr. Thompson’s generation, who 
are developing the operation of transurethral prostatec- 
tomy, that they abandon preliminary dilatation of the 
urethra, that if the instrument will not pass without 
difficulty they will be well advised to resort to a perineal 
houtonniére through which to carry out their operation. 
This wound will require no sutures, will not prolong 
convalescence and injury to the anterior urethra will 
be avoided.” 

Since the enunciation of these sound principles my 
associates and I have employed perineal urethrotomy 
in all cases in which the urethra has not easily admitted 
the free passage of a 30 I'rench steel sound. We have 
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found it preferable to perform this simple procedure 
rather than meatotomy when the meatus is small, since 
even the most carefully managed meatotomy wound 
occasionally results in stricture. Also in a few rare 
instances in which unusual maneuverability of the 
instrument was desired and the prostate was excessively 
long, we elected to make this approach even though 
the urethra could have easily accommodated the stand- 
ard resectoscope. 

A simple method of performing this procedure con- 
sists of introducing a grooved sound of 20 French 
caliber into the urethra. Gentle pressure on the handle 
of the sound allows its curve to project into the 
perineum, where, with its overlying structures, it can 
be grasped by the thumb and index finger of the left 
hand. An incision 2 cm. long which passes directly 
down on the sound is now made. The cut edges of 
the urethral mucosa and the full thickness of the bulb 
are grasped in Allis forceps and transfixed by anchor 
sutures. Through this incision the resectoscope sheath 
is easily and safely introduced. At the end of the opera- 
tion the catheter or Foley bag may be introduced either 
through the incision or through the entire urethra, 
depending on the amount of preexisting urethral dis- 
ease. With many showing inflammation of the pendu- 
lous portion of the urethra we have felt it desirable to 
avoid the danger of catheter trauma and have brought 
the catheter out through the perineal wound. When 
the catheter is brought out through the urethral meatus 
we usually take one stitch in the bulb at the site of 
the urethrotomy incision. A small gauze pack is then 
introduced into the wound and left in twenty-four 
hours. If the wound is not packed in this way the skin 
frequently closes by first intention and a small subcu- 
taneous abscess is apt to develop. 

The use of perineal urethrotomy would also permit 
the safe use of instruments of considerably larger size 
than those now available, since the bulb and mem- 
branous portion of the 
urethra have a lumen 
much greater than 30 
French. Such instru- » 
ments would be ad- 
vantageous in many 
instances which 
rapid resection or re- 
moval of large amounts 
of tissue is necessary. 
At our suggestion an 


“Y 


instrument of 33 WW Z 
French caliber has \ Z 
been made available SS 
through the coopera- SS. 
tion of Mr. Frederick \\ 


Wappler. This instru- NAY 
ment has been used in WH 
a considerable number a 

of ers, and the obvi- Fig ~—Anchor suture through ure- 
ous anticipated advan- thral” wile 

tages of its increased 


size have been realized. Using the standard size 


McCarthy resectoscope we have regularly been able to 
remove 1 Gm. of tissue a minute in the average case, 
while with the larger instrument we have found that 
about 2 Gm. of tissue a minute is the average. 

During the past year perineal urethrotomy has been 
performed in 11 per cent of all resection cases. In no 
instance has the procedure resulted in any complication, 
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either immediate or remote, that has in any way con- 
tributed to postoperative morbidity or discomfort to the 
patient. On removal of the catheter all but two patients 
have voided part of their urine from the incision. Many 
have had completely healed wounds in three days. The 
longest period of perineal drainage was fifteen days. 
Complete wound healing occurred in an average of nine 
days in the entire series. Postoperative check-up 
examinations on the majority of these patients have 
shown absence of any evidence of stricture in the region 
of the bulb, and in most instances one could scarcely 
see or feel any evidences of the urethrotomy scar. 

During the early days of resection there appeared 
authoritative statements saying that the enlarged gland 
would shrink in size if one but removed the tissue 
actually giving rise to obstruction, channelizing the 
prostatic urethra. Experience has shown that this 
advice was wrong, in that a gland so resected not only 
fails to shrink but frequently acts as a focus for urinary 
sepsis. The researches of Reuben Flocks * have been of 
tremendous importance not only in providing an under- 
standing of the pathologic anatomy of prostatism but 
also in explaining the reasons for many of the post- 
operative complications which have tended to discredit 
this operation. Flocks has shown that about 90 per cent 
of the hypertrophic mass of tissue derives its blood sup- 
ply from the urethral arteries, which enter the prostate 
in the region of the internal sphincter and course distally 
in the substance of the lateral lobe. In transurethral 
resections these vessels are cut across and thrombosed 
at their point of entry into the gland. If the tissue 
supplied by these vessels is not removed at operation, 
it necessarily undergoes varying degrees of devitaliza- 
tion and may become infarcted throughout a consider- 
able area. Patients harboring such septic infarcts may 
suffer recurrent obstruction, persisting abnormalities of 
urinary function, urinary sepsis and delayed hemor- 
rhages. Their primary need for prostatectomy has not 
been supplied, and relief from the disability is dependent 
on the completion of the prostatectomy by either the 
transurethral route or some other. Thus the researches 
of Flocks, as well as clinical experience, have abun- 
dantly demonstrated that transurethral resection must 
be, in fact, transurethral prostatectomy. Surgeons who 
perform this operation must be sufficiently aware of 
their own technical limitations to employ it only when 
the gland is of such a size that more or less complete 
removal of tissue can be expected. 

The limitations of this presentation do not permit 
a description of our technic of transurethral prostatec- 
tomy. However, one feature of the technic, which we 
believe is essential to complete removal of the gland, 
will be discussed. I refer to third dimensional percep- 
tion. The instruments which are regularly used to 
perform this operation provide only visual perception 
of two dimensions. Perception of the third dimension 
can be obtained only through the ‘sense of touch by 
rectal palpation, enabling one to estimate accurately the 
amount of tissue which must be excised. Pressure 
exerted upward or medially by the examining finger 
also aids materially in bringing tissue into the path 
of the cutting loop or blade of the instrument. Guided 
thus by the sense of touch as well as by sight, one can 
avoid the dangers of cutting too deeply in vulnerable 
areas and can carry resection of tissue accurately down 
to the readily recognized capsule of the gland. 
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In the past it has been our practice to perform rectal 
palpation at numerous times during the course of opera- 
tion. While the actual cutting maneuvers were being 
carried out an assistant constantly maintained digital 
pressure over the area of excision, guiding the operator 
as to the thickness of the prostatic mass as well as warn- 
ing him against dangerous areas. Feeling the neces- 
sity for simultaneous palpation and cutting by the 
operator as an added factor of safety as well as of 
accuracy, we suggested that our instruments be modi- 
fied to permit this refinement in technic. Such modifi- 
cations of the resectoscope have been ingeniously worked 
out by Mr. Wappler, so that the operator can now 
work entirely with one hand, leaving the other hand 
free to guide safely the excision of tissue. The use 
of this modified instrument not only has permitted a 
refinement of our technic from the standpoint of 
accuracy and safety but also has permitted an increase 
in the speed of resection without danger.* 


SUMMARY 

Transurethral prostatectomy, when properly per- 
formed, shows to advantage over other types of pros- 
tatectomy in that it carries a very low mortality rate, 
the morbidity is less and the period of hospitalization 
is greatly reduced. An important advantage to the 
patient is that he is saved the distress and discomfort 
attendant on the operative wounds incident to open 
operations. 

Transurethral prostatectomy is a sound procedure 
demanding a high degree of technical skill for its proper 
execution. Any surgeon possessed of this skill can 
perform the operation with the expectation of obtaining 
excellent postoperative results. Such a surgeon will 
recognize the limits of his own dexterity and perform 
the operation in only those cases in which he can expect 
to perform a more or less complete prostatectomy. 
Other cases he will reserve for more appropriate sur- 
gical procedures. His dexterity, skill and experience 
may warrant his performing resection in 100 per cent 
or, perhaps, in only 10 per cent of cases. 

The able resectionist will guard his patients against 
morbidity and mortality from needless loss of blood 
and from sepsis, since these complications have been 
largely eliminated by modern methods. He will prevent 
traumatic stricture occurring as a devastating sequela 
of an otherwise satisfactory prostatectomy. 

The able resectionist will continue to bring relief 
to increasing numbers of sufferers, many of whom will 
continue to be his medical colleagues. 

Refinements in our technic and improvements in our 
armamentarium have increased the scope of trans- 
urethral prostatectomy and have tended to decrease the 
limitations on it. 


ABSTRACT OF DISCUSSION 
ON PAPERS OF DRS. DAVIS AND NESBIT 

Dr. H. C. Bumpus Jr., Pasadena, Calif.: Dr. Nesbit 
emphasized the efficacy with which sepsis can be avoided by 
using a closed irrigating system both before and after opera- 
tion. I have employed such a system for five years and 
have had a minimum of febrile reactions. Formerly, when 
bladders were irrigated at stated intervals, the introduction of 
organisms foreign to the host was the rule, for the distal end 
of the catheter was invariably contaminated. The insurance of 
good functional results depends on the removal of all the 
obstructing prostate, not just a portion of it; and this must be 
done without producing other obstruction in the form of urethral 
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stricture. Dr. Nesbit’s report of successfully employing Dr. 
Cabot’s suggestion of working through a perineal incision is 
valuable. This procedure insures against strictures of the 
anterior part of the urethra, which in the past have been a 
serious complication of resection. The perineal approach has 
the added advantage of making it possible by passing a larger 
caliber instrument to shorten the duration of the operation by 
more rapidly removing portions of the obstruction. Dr. Nesbit’s 
modification of the resectoscope that permits the palpation of the 
gland while it is being operated on will appeal to all who have 
formerly depended on the finger of the assistant. Dr. Davis 
presented a poll of what men throughout the country think about 
transurethral prostatic surgical procedures. The conservatism of 
this method rather than the enthusiasm for an ingenious instru- 
ment and the desire to develop a personal technical skill with it, 
to my mind, is impressing the urologist more and more. I am in 
a more fortunate position than Dr. Davis in that I have seen 
prostatectomy under what may be called the three periods dur- 
ing the last twenty-five years under standardized conditions. 
The first period was before it was possible to estimate pre- 
operative risks by determinations of the blood nitrogen level. 
The second period may be designated as that in which combined 
preoperative tests plus the splendid and perfected operative tech- 
nic developed by Dr. Hunt at the Mayo Clinic seemed to have 
made suprapubic prostatectomy as safe an operation as is 
humanly possible. Finally, | have participated actively in, the 
third period of prostatic surgery and can, in retrospect, judge 
the progress made. When there is available a method of 
relieving prostatic obstruction that results in less than 2 per 
cent mortality in patients over 70, may I submit in defense of 
myself and the other seven members of what Dr. Davis calls 
the totalitarian group the question whether we must apologize 
for our belief that if the urethra will admit the instrument the 
gland can be successfully and satisfactorily removed. 

Dr. Atrrep I. Forsom, Dallas, Texas: Dr. Davis would 
have one believe that in the days of perineal prostatectomy and 
suprapubic prostatectomy these two procedures were handed 
down as Minerva was, “full panoplied from the head of Jove,” 
perfect in all their details. Let no one hark back to the good 
old days when everything was perfect, because things were not 
perfect at all. I want to emphasize what Dr. Davis said: 
Prostatic resection is going to become, in an increasing degree, 
a specialty within a specialty. I do not agree with Dr. Davis 
that it is much more tedious and tiring for the patient, because 
it isn’t, so far as my observations go. It is a highly technical 
procedure and therefore ultimately is going to rest in the hands 
of the few surgeons who have a particular type of skill and a 
particular type of nervous system which will allow them to 
piddle at this job, because it is a piddling operation. It is a 
nerve racking and a trying thing to the operator. I would 
infinitely rather do a suprapubic prostatectomy than a prostatic 
resection. I have been doing prostatic resections now for seven 
years and I have had satisfactory results. Is there any reason 
why I should continue this policy if I were not getting satis- 
factory results? If all these horrible bugbears that have been 
depicted were materializing, is there any reason why I should 
continue this rather than go back to the good old halcyon days 
of suprapubic prostatectomy, when I had no trouble whatever ? 
Hunt a number of years ago reported from the Mayo Clinic on 
suprapubic prostatectomy that after 70 the mortality jumped 
amazingly, and that has been every one’s experience. Gunder- 
sen reported 100 cases of resection in men over 70 with a mor- 
tality of something like 2 per cent. That statement alone is 
enough to satisfy those who are not convinced that there is 
real merit in this operation. I have used Dr. Nesbit’s procedure ; 
it is amazing how nicely it works, and it does give one an 
amazing movability of the instrument. 

Dr. Sipney OLSEN, San Francisco: There are definite indi- 
cations for the various procedures. The prime factor is the 
vesical type of obstruction, whether it is a bar of the median 
lobe or of the posterior commissure or a generalized contraction 
of the neck, such as one sees with the ring type of hypertrophy 
and occasionally with malignant change. With the intravesical 
and the intra-urethral type of enlargement one has another 
consideration to make. Infection is the big factor, and if its 
likelihood both before and after operation can be cut down, a 
lot will have been accomplished. I would ask Dr. Nesbit if 
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he has been trying drainage through the perineum, as he does 
with external urethrotomy prior to or at the time of resection. 
Another infection that sometimes prolongs the illness is vesicu- 
litis, which is commonly overlooked. I use vasoligation as a 
routine to cut down the likelihood of epididymitis; therefore I 
feel that a course of massage sometimes is indicated following 
the resection, to clear up some of the pyuria. One of the 
shortcomings of transurethral resection is that with early car- 
cinoma that can be palpated through the capsule one naturally 
will think of a perineal procedure for biopsy at least, and prob- 
ably complete enucleation of the prostate and capsule. But 
many times a nodule of carcinoma is situated in one of the 
hyperplastic lobes, and in the transurethral resection one does 
not always penetrate so deeply as to pick it up. However, with 
a perineal operation the chances are that one will be able to 
pick up such a small nodule, at least in cutting through the cap- 
sule or in removing the gland in toto. I feel that any type of 
prostate can be removed by the perineal route unless the patient 
is physically unable to get in the proper position. 

Dr. B. H. Hacer, Los Angeles: Drs. Davis and Nesbit have 
given a comprchensive analysis of the present day attitude toward 
prostatic surgical measures. Conflicting views are naturally in 
evidence, some of which are none too charitable and argue for 
an unbiased evaluation. I am sure it is not the intention of the 
speakers to convert urologists to any single procedure. There 
is no denying that all methods of approach to the removal of 
the prostate have decided merit. The remarkable results and 
low mortality from the various technics now employed are estab- 
lished facts. To adapt a procedure to the patient rather than 
the patient to the procedure may not always be regarded as good 
surgical judgment; however, it becomes a matter of personal 
judgment, based on training, experience and dexterity. In the 
hands of experts in their respective fields, the choice of operation 
apparently offers no problem. For the less specialized the 
greatest good will come from the selection of the method most 
suitable to the patient and the operator’s skill. 

Dr. N. G. Atcockx, Iowa City: If one is going to relieve 
obstruction one has to take out tissue. The argument is that 
with prostatic resection that can be done. Dr. Nesbit has made 
a great contribution to this very thing by using the larger instru- 
ment, so that it can be done in a shorter period. I prefer never 
to operate on a patient for more than forty-five minutes at a 
sitting. In the average case one should remove from a gram 
to a gram and a half a minute, and with the larger instrument 
I know it can be done much more rapidly than that. In fifty 
consecutive operations done in April and the first part of May 
the average amount of tissue removed was 31 Gm., which is 
getting fairly close to taking out the entire prostate. Of course 
that excludes cases in which one removes only 8 or 10 or 12 Gm., 
which I think it only fair to exclude because one wouldn’t have 
done a prostatectomy in them. Of these fifty patients there 
were eight, or 16 per cent, over 80. There are two things that 
I want to know about any series of prostate operations that are 
reported: (1) the age in the decades, and (2) the mortality rate 
in the decades. I believe that if one takes patients with prostatic 
disease as they come the average age is going to be close to 73. 
Of these fifty there were eight, or 16 per cent, over 80, and 
there were 75 per cent over 70. I also want to know how 
many patients died during the period this series covered. When 
I had done 1,500 of these operations, eighty-eight patients had 
died, but during that period I had had 129 deaths among patients 
who had not been operated on. Knowing those two things, one 
can visualize the type of series under consideration and get 
some gage of the value of the procedure. I think the physician 
should be privileged to do the operation that he can do best for 
the patient, and I hope the time never comes when a bureau in 
Washington or elsewhere is going to tell me what I am going 
to do for my individual patient. As urologists we are not going 
to settle this question of perineal operations or suprapubic pros- 
tatectomies or resections. The one who is going to decide that 
is the general practitioner who takes care of the patient after 
we get through with him. 

Dr. A. B. Cecm., Los Angeles: For years I have been 
reporting a mortality rate of less than 2 per cent with Young's 
perineal prostatectomy. One thing that resectoscopy has done 
has been to bring out the frightful death rate of suprapubic 
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prostatectomy, a thing never known before. In various clinics 
throughout this country it has varied from 17 to 90 per cent. 
All perineal operations such as median perineal prostatectomy, 
Young’s perineal prostatectomy and Chetwood’s perineal incision 
had a low death rate, but with Dr. Nesbit’s operation the exter- 
nal sphincter must be carefully guarded or incontinence of urine 
will follow. Incontinence of urine does not follow Young’s 
perineal prostatectomy because, as I have previously pointed out 
before this section, in this operation the external sphincter is 
carefully preserved. I see no sense in doing median perineal 
prostatectomy by means of a resectoscope when one can by 
Young’s method easily expose the prostate and enucleate the 
obstructing adenoma, which in my hands has required on an 
average only twelve minutes. I am sure that perineal resectos- 
copy is an unsurgical procedure and is not the high type of 
operation which urologists have been trained to perform and 
which has raised this section to the high position which it 
occupies. I see nothing remarkable about Dr. Thompson’s mor- 
tality rate, but I should like to ask why his statistics are all 
for patients over 70 years of age. I should like to ask what 
happened to patients under 70. Again one hears about hospital- 
ization. When I speak of hospitalization I am speaking of 
hotelization and all other “izations” until the patient is well, 
and I am not speaking of persons as cured who are in danger 
of hemorrhage or embolus or who have burning for months or 
even years afterward. I am talking about patients who are out 
of danger and have normal functional results. Furthermore, I 
have had to reoperate in but one case in the many years that 
I have been doing Young’s perineal prostatectomy. 

Dr. Epwrn Davis, Omaha: I congratulate Dr. Nesbit on 
his convincing presentation. If I were to presume to criticize 
any one, it would be that small minority of physicians who 
refuse to recognize any indications for resection rather than the 
small minority who refuse to recognize any limitations. I believe 
there is no essential disagreement. Let each do that which he 
does best. 
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This study comprises a group of patients known to 
have active, far advanced pulmonary tuberculosis com- 
plicated by intestinal tuberculosis. 

In evaluating the various types of medical treatment 
suggested for the cure of intestinal tuberculosis, it is 
necessary to assume that the patients under observation 
are suffering from active intestinal tuberculosis. It is 
not our aim in this paper to discuss in detail the methods 
used in arriving at a clinical diagnosis; they will be 
submitted for publication at a later date. These 
methods of diagnosis were followed in approximately 
553 cases over a period of five years. Fifty-five patients 
came to autopsy, and of these the diagnosis was cor- 
rect for 86.4 per cent. Two of those who survived 
had tuberculous ulcers of the sigmoid flexure at the 
onset of treatment, as demonstrated by our proctologist, 
Dr. Clemens Martin. These ulcers were completely 
healed during the course of treatment (table 1). 

The literature makes no mention of any specific drug 
therapy in the treatment of intestinal tuberculosis, but 
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in general the high vitamin, high mineral diet has been 
advocated. Calcium therapy, intravenous, intramus- 
cular or oral, has been recommended by some authors 
and heliotherapy, with or without emphasis on the diet, 
by others. 

Ringer and Minor! in a study of thirty cases of 
tuberculous diarrhea in 1922 reported encouraging 
results with from 5 to 10 cc. of a 5 per cent solution 
of calcium chloride given intravenously at frequent 
intervals. 

Later Roberts * concluded from his experience with 
calcium chloride given intravenously in more than 
seventy cases that the beneficial results justified the 
use of calcium chloride as a standard treatment, along 
with heliotherapy and dietetic treatment, for practically 
all patients showing evidence of gastrointestinal involve- 
ment. 

Cantarow * in 1931 suggested that calcium therapy 
for the diarrhea of intestinal tuberculosis might be 
beneficial through its inhibitory effect on peristalsis, 
through its possible beneficial effect on the local inflam- 
matory process and through its local or general dehy- 
drating effect. In any event, it has a tendency to relieve 
abdominal pain, intestinal bleeding and diarrhea in most 
cases. 

From the many authors that could be cited concern- 
ing the efficacy of calcium therapy one would be led to 
believe that the two general factors involved are (1) the 
pharmacologic action of calcium and (2) the replace- 
ment of the calcium lost through the dehydrating action 
of the diseased intestinal tract, together with mineral 
loss through the sweat glands. Hardt and Palmer * 
through their experiments on intermittent heat sweats 
emphasized the possible demineralization in tubercu- 
losis. Then Hardt and Sharer *® reported an apprecia- 
ble loss of calcium and considerable loss of chlorides 
through the sweat glands by normal subjects during 
intermittent periods of sweating. 

Bauer, Salter and Aub® suggested the intravenous 
use of calcium to relieve certain types of intestinal and 
cholecystic pain. 

A deficiency of calcium in the circulatory fluids leads 
to increased excitability of the neuromuscular system, 
as seen, for example, in tetany. According to the Coun- 
cil on Pharmacy and Chemistry, the administration of 
calcium salts decreases the neuromuscular irritability in 
such cases. 

Although the diet outlined by us is adequate in cal- 
cium for the normal person, it may prove deficient 
because of the extra losses of calcium from the tissues 
through the bowel and sweat glands. The good results 
obtained with calcium therapy may be largely due to 
the replacement of calcium in the tissues, together with 
the pharmacologic action of calcium. 

The work of Wolbach and Howe indicates that the 
respiratory and the gastrointestinal tract are more sus- 
ceptible to infections when there is a vitamin A defi- 
ciency. Excessive vomiting and diarrhea, in addition 
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to other processes interfering with metabolism of fats, 
might readily lead to a vitamin A deficiency.® 

It has been established by the literature and our clin- 
ical experience that deprivation of vitamin B, results 
in anorexia and gastrointestinal hypotonicity. McCar- 
rison * as early as 1921 observed intestinal stasis and a 
degeneration of Auerbach’s plexus in animals on diets 
deficient in vitamin B and diets deficient in vitamins A 
and B. Russell?® was able to overcome anorexia by 
injecting units of crystalline vitamin B,. Glassberg ™ 
stated that in treating uncomplicated malnutrition he 
has found vitamin B concentrate helpful in enhancing 
appetite. Vorhaus'*? suggested that so-called secon- 
dary beriberi might readily be encountered in associa- 
tion with chronic tuberculous gastro-enteritis. He also 
found that, when vitamin B, deficiency is responsible 
for anorexia and weakness, response usually follows the 


TABLE 1.—Comparative Value of the Results of Clinical 
Diagnosis and of X-Ray and Proctoscopic Examination; 
Diagnostic Survey of 465 Cases, in Fifty-Five 
of Which Autopsy Was Done * 


Positive Doubtful Negative 
No.of Per- No.of Per- No.of  Per- 


Cases centage Cases centage Cases centage 


Clinieal diagnosis............. 410 86.1 55 11.5 
X-ray diagnosis............... 268 56.2 63 13.2 92 19.3 
Proctoseopic examination.... 19 3.9 336 70.5 


Patient Too IN for Examination 


No. of Cases Percentage 
Proctoscopic examination.................. 110 23.1 


Fifty-Five Cases 


Positive Doubtful Negative 
No.of Per- No.of Per- No.of Per- 


Cases centage Cases centage Cases centage 


Clinical diagnosis............. 48 86.4 7 12.6 
X-ray diagnosis............... 29 §2.2 7 12.6 4 7.2 
Proctosecopiec examination.... 3 5.4 33 59.4 


Patient Too Il] for Examination 


: No. of Cases Percentage 3 


Proctoseopie examination.................. 19 34.7 


* Eighty-eight cases have been added since this summary was made. 


administration of 150 international units of vitamin B, 
daily for two weeks; when the presence of severe defi- 
ciency from vomiting, diarrhea or gastrointestinal 
disease renders absorption of the vitamin by oral 
administration inadequate, he advised the use of crystal- 
line vitamin B, solution made especially for parenteral 
injection. 

The Council on Pharmacy and Chemistry ‘* states 
that vitamin B, may be of value in correcting and pre- 
venting anorexia of dietary origin in certain cases. 

The importance of vitamins C and D in the healing 
of intestinal ulcerations was suggested by Grant '* in 
1926 in her work on guinea pigs. McConkey,'* in 1929, 
applying the same principle to patients suffering from 
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intestinal tuberculosis, used cod liver oil and orange or 
tomato juice and reported encouraging results. An 
increased need for vitamin C seems definitely indicated. 
Faulkner and Taylor * studied fifty patients with vari- 
ous infectious diseases who were known to be on diets 
otherwise adequate in vitamin C; in the presence of 
chronic, active infection, such as advanced pulmonary 
tuberculosis, additional doses as large as from 300 to 
500 mg. were required to bring the blood value up to 
normal and maintain it there. Radford, de Savitsch 
and Sweany '* studied the effects of vitamin C in a 
series of 111 tuberculous patients. There seemed to be 
a slight improvement in the blood picture of those 
treated with daily doses of 250 mg. of crystalline vita- 
min C over the control group and to a slight extent over 
those receiving 500 cc. of orange juice daily. 

Direct exposure of the skin to ultraviolet rays from 
the sun or from artificial sources results in the forma- 
tion of vitamin D within the organism, but the Council 
on Pharmacy and Chemistry does not recognize state- 
ments or implications that vitamin D has all the bene- 
ficial effects of exposure to sunshine. Since it has been 
shown by Tonney, Hoeft and Somers '* that the ultra- 
violet content of sunshine in Chicago during October, 
November, December, January and February is seldom 
sufficient to produce a minimum erythema dose, it 
became necessary to resort to artifical radiation instead 
of natural sunlight in our series of cases. The dose was 
the same as that adopted by Coulter and Carter ?® in 
the treatment of pulmonary tuberculosis with ultraviolet 
radiation. The radiation from both natural and artifi- 
cial sources was administered by a modified Rollier 
method to secure a faint erythema over increasing areas 
of the body, starting at the feet. 

Erickson,”° in a study of eighty-one patients treated 
with ultraviolet rays at Saranac Lake, N. Y., found that 
24.7 per cent had entire relief from symptoms, 47 per 
cent were much improved, 13.5 per cent were less 
though definitely improved and 14.8 per cent were 
unimproved. Some systemic improvement occurred in 
85 per cent. The patients were followed for an aver- 
age of from twelve to eighteen months after symptoms 
had ceased. 

In a series of 360 patients treated with artificial helio- 
therapy Brown and Sampson *! found that 24 per cent 
were apparently cured, 25 per cent were markedly 
improved and 33 per cent were slightly or considerably 
helped, while 18 per cent obtained no benefit. In other 
words, 82 per cent showed signs of improvement. 

It is reasonable to assume that when pulmonary 
tuberculosis is complicated by intestinal tuberculosis a 
relative avitaminosis and a demineralization are likely 
to exist. Therefore the need of a high vitamin and high 
mineral diet for the relief of intestinal involvement 
becomes apparent. It was our object to give a practical 
application of the value of a high vitamin, high mineral, 
smooth diet, of calcium therapy and of heliotherapy. 
We arbitrarily limited our study to patients who had 
been under treatment for six months or more. The 
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groups were treated as follows: To study the compara- 
tive efficacy of the methods we divided our patients into 
eight groups: 

Group 1-A was gvien the high vitamin, high mineral, 
smooth diet, plus ultraviolet radiation. 

Group 1-B was given the same diet as group 1-A, 
without the radiation. 

Group 2-A received calcium gluconate, 15 grains 
(1 Gm.) by mouth a half hour before meals, plus the 
diet, plus ultraviolet radiation. 

Group 2-B received the same treatment as group 2-A 
except for the ultraviolet rays. 

Group 3-A received 10 cc. of a 10 per cent solution 
of calcium chloride intravenously twice a week, plus the 
diet, plus ultraviolet rays. 

Group 3-B received the same treatment as group 3-A 
except for the ultraviolet radiation. 

Group 4-A received 10 cc. of a 10 per cent solution 
of calcium gluconate intramuscularly two or three times 
a week, plus the diet, plus ultraviolet rays. 

Group 4-B received the same treatment as group 4-A 
except for the radiation. 

All patients were advised to keep the abdomen warm 
by wearing a flannel abdominal binder. Those suffer- 
ing from constipation were advised to use liquid petro- 
latum or plain agar as occasion demanded. Those with 
severe diarrhea were given bismuth preparations and 
opiates as a temporary measure to control it. Inciden- 
tally, we found that proper care of the mouth is useful 
from the standpoint of prophylaxis. This fact was 
arrived at in a careful study of fractional sputum exam- 
inations in a series of twenty-one cases. We were able 
to show definitely that chewing paraffin and expecto- 
rating for one half to three quarters of an hour cleanses 
the mouth more thoroughly than the use of ordinary 
mouth washes. A detailed report will be submitted 
for publication at some future date. 

The diet was smooth and of high vitamin, high calory 
and high mineral content. In cases of excessive perspi- 
ration or those of prolonged vomiting or diarrhea, we 
increased the mineral content by administering from 
one-half to 1 teaspoonful of table salt in twenty-four 
hours. As a diet we feel that the one outlined by Bar- 
gen and Sister Victor ** is of value in the treatment of 
intestinal tuberculosis as well as other chronic infec- 
tions of the bowel. The general plan of the diet we 
administered was similar to that described by these 
authors. Calcium and phosphorus in adequate amounts 
were supplied by milk, while vegetables, fruits, meats, 
liver and eggs contributed the required iron. Vitamin 
B, the appetite-stimulating vitamin, was afforded by 
brewers’ yeast tablets, bananas, oranges and tomatoes, 
while milk, butter and green vegetables furnished the 
necessary vitamins A and D. Cod liver oil furnished 
an additional amount of vitamins A and D. Each 
patient was advised to reenforce the diet by taking from 
4 to 6 ounces (120 to 175 cc.) of orange juice and the 
same amount of tomato juice daily, in order to get an 
additional supply of vitamin C. (Mimeographed copies 
of our diet list will be furnished on request.) 

In paralleling the pulmonary and intestinal pictures 
we aimed to obtain a common measure of the abatement 
or aggravation of the symptoms. Therefore in evalu- 
ating the pulmonary progress of our patients, we found 
it convenient to deviate from the strict National classi- 
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fication, without essentially violating its principles. We 
have classified the pulmonary state of our patients as 
“improved,” “stationary” or “worse.” “Improved” is 
a designation applied to states from arrest to quiescence. 
By “stationary” we refer to that vague state of abate- 
ment of symptoms attended with a fair degree of 
comfort but with no pronounced tendency to definite 
arrest, recovery or aggravation. Admittedly, the per- 
sonal equation will enter greatly into the evaluation of 
that state; hence it is a somewhat defective classifica- 
tion. “Worse” is self explanatory. 

We have also taken into considefation the various 
surgical measures employed so far as the pulmonary 
condition is concerned and have tabulated them in order 
to determine whether or not the surgical procedure may 
have some bearing on the improvement not only in the 
pulmonary but also in the gastrointestinal condition 
(table 2). 

The criteria of gastrointestinal improvement are 
based on comparison of the symptoms, physical appear- 
ances and laboratory examinations, including x-ray and 
proctoscopic studies and complete analysis of the blood, 
before treatment is instituted and six months or more 
after treatment. 


Taste 2.—Collapse Therapy: Its Apparent Bearing on the 
Treatment of Gastrointestinal Tuberculosis 


Gastro- Gastro- Gastro- 
intestinal intestinal intestinal 
Condition Collapse Condition Collapse Condition Collapse 


Group Improved Therapy Stationary Therapy Worse ‘Therapy 
1-A 14 10 8 6 3 1 
1-B 23 19 7 4 9 3 
2-A 22 19 2 2 1 1 
2-B 27 3 9 7 8 6 
3-A 20 13 2 1 2 1 
3-B 18 16 3 0 9 4 
4-A 19 17 3 2 3 1 
4-B 20 17 3 3 3 2 

163 134 37 25 38 19 


In brief, the general group of gastrointestinal symp- 
toms at the onset of treatment includes loss of appetite, 
nausea, vomiting, abdominal pain, diarrhea or constipa- 
tion or diarrhea alternating with constipation and loss 
of weight or failure to gain weight. The criterion of 
improvement is a marked decrease in the frequency as 
well as in the duration of the symptoms, or their com- 
plete amelioration, together with a decided gain in 
weight or at least a failure to lose weight. In a number 
of instances the gastrointestinal improvement appar- 
ently exceeded the pulmonary improvement. Improve- 
ment in the abdominal condition is characterized by 
diminution or absence of rigidity and lessening or dis- 
appearance of local tenderness. Slight to moderate 
localized abdominal abnormalities may persist even after 
a marked gain in weight and a complete disappearance 
of symptoms. X-ray evidence of lessened irritability of 
the bowel usually accompanies symptomatic improve- 
ment and diminution of physical signs. This has been 
demonstrated in a number of instances by x-ray exam- 
ination of the gastrointestinal tract six months or more 
after medical treatment has been instituted. The proc- 
toscope has been of value in two instances in which 
definite ulcers which could be seen in the lower portion 
of the bowel before treatment was begun had entirely 
healed after six months’ medical treatment. The blood 
picture failed to show any definite changes characteristic 
of improvement. In fact, in every group there was a 
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slight tendency for the red blood count to decrease 
during the six months or more of treatment. 

The cases studied for this report numbered 238. In 
reviewing table 3, we find that patients receiving cal- 
cium by mouth, intravenously or intramuscularly, with 
or without ultraviolet radiation, showed a more definite 
trend toward improvement than did groups 1-A and 
1-B, who did not receive calcium. Calcium taken by 
mouth was as effective as that received intravenously or 
intramuscularly. The patients receiving calcium. glu- 
conate or calcium chloride plus ultraviolet. radiation 
seemed ‘to show a higher percentage of improvement 
than those on a diet, without calcium, plus radiation. 
Patients who did not receive ultraviolet radiation, 
groups 1-B, 2-B and 3-B, showed a lower percentage 
of improvement than the corresponding groups receiv- 
ing radiation. Except in group 4-B, in which the 
improvement was practically equal to that in group 
4-A, ultraviolet irradiation apparently decreased the 


TaBLeE 3.—Comparative Study of the Clinical Progress of 
Gastrointestinal and Pulmonary Tuberculosis, Percentages 


No. of cases..... 25 39 25 44 - ae 25 26 
Group Group Group Group Group Group Group Group 
1-A 1-B 2-A 2-B 3-A 3-B 4A 4B 


Gastrointestinal 
Improved...... 56 58.8 59.4 83.2 59.4 76 770 
Stationary..... 32 17.9 8 19.8 8.3 9.9 2 11.5 
improved... 88 76.7 96 79.2 91.5 69.3 88 88.5 
Worse.......... 12 23.0 4 17.6 8.3 29.7 12 11.5 
Pulmonary 
Improved...... 8 23.0 48 31.7 41.6 29.7 24 27.0 
Stationary..... 5% 35.8 36 24.9 37.4 36.3 56 50.0 
Stationary and —— — —— — 
improved..... 64 58.8 S4 56.6 79.0 66.0 8O 7.0 
Worse.......... 36 40.9 16 20.4 20.8 33.0 20 23.0 
Died (Gastrointestinal Conditions at Death) 
Improved...... 0 1 1 3 0 1 0 2 
Stationary..... 2 0 0 0 0 1 1 1 
improved... .. 2 1 1 3 0 2 1 3 
1 4 0 7 0 6 2 


symptoms or at least kept them stationary in the larger 
percentage of cases, with or without calcium therapy. 

The pulmonary picture to some extent paralleled the 
gastrointestinal picture. If cases of improved and 
stationary pulmonary tuberculosis are combined, the 
number compares favorably with that for a combina- 
tion of cases of improved and stationary gastrointestinal 
disease. Patients who received pulmonary collapse 
showed a relatively greater percentage of intestinal 
improvement than those who did not receive it. To 
sum up, of the entire series of 238 patients 163 showed 
gastrointestinal improvement. Of the improved group 
134, or 82.3 per cent, had had collapse therapy. The 
disease was stationary in thirty-seven, of whom twenty- 
five, or 67.8 per cent, had had collapse therapy, while 
of the thirty-eight who were worse only nineteen, or 
50 per cent, had had collapse therapy. 


CONCLUSIONS 

Calcium given by mouth, intravenously or intra- 
muscularly appears to have definite therapeutic value 
in the treatment of intestinal tuberculosis. One method 
of administration has no particular preference over 
another. 

Ultraviolet irradiation plus calcium therapy seems to 
have a slightly more beneficial effect than calcium 
therapy without irradiation. 
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A high vitamin, smooth, high mineral diet is not as 
effective alone as with either ultraviolet irradiation or 
calcium therapy or as ultraviolet irradiation with 


calcium therapy. 


Collapse therapy is an aid in the treatment of gastro- 
intestinal tuberculosis, probably through the improve- 
ment in the pulmonary condition and the resulting 
decrease in the number of bacilli in the sputum. 

Cleansing the mouth by chewing paraffin and expec- 
torating for one half to three quarters of an hour after 


clearing the lungs by coughing is a practical measure 


in the prevention of intestinal tuberculosis as well as in 


-its active treatment. 


ABSTRACT OF DISCUSSION 
Dr. Descum C. McKenney, Buffalo: In the proctologic 


‘service of the Buffalo City Hospital there were 115 patients 


with pulmonary tuberculosis in various stages, and all with 
positive sputum were given a sigmoidoscopic examination regard- 
less of intestinal symptoms, and in only four were ulcers found. 


As many of these patients had gastrointestinal symptoms, it. 
-shows that the sigmoidoscope is not of great value in making 


a diagnosis and also that lesions are situated higher up. In 
the treatment of gastrointestinal tuberculosis it is difficult to 
evaluate the worth of the different agents used. The authors 
have employed the well recognized treatment of high caloric, 
high vitamin and low residue diet and enhanced the treatment by 
adding calcium therapy, which they have found of still greater 
value with ultraviolet radiation. Dr. Aitkin of the Niagara 
Sanitarium believes that intestinal tuberculosis is practically 
always due to pulmonary tuberculosis with cavitation and has 


‘stated that since the use of collapse therapy in about 70 per 


cent of all his cases intestinal disease has been rare except in 
terminal cases, and that, when present, collapse therapy usually 
clears it up quickly. My experience parallels his. For acute 
painful conditions in the anorectal region, such as fissure and 
abscess, emergency surgery must at times be done. For the 
best results in less acute conditions, essential surgery should be 
postponed until the intestinal condition shows improvement, the 
criterion of which is pulmonary improvement. As in both these 
conditions there is an avitaminosis and demineralization, the 
authors’ suggestion as to correction should improve surgical 
prognosis greatly. McConkey, in persistent diarrhea, gives 
intravenous calcium chloride until relief is obtained and also 
gives 2 Gm. of bone phosphate four times daily to those who 
usually do not respond well to treatment when they cannot take 
a quart of milk daily. Intestinal tuberculosis begins in the 
ileocecal region, no doubt because of the narrowing of the bowel 
and resulting concentration of ingested tubercle bacilli. The 
authors’ method of mouth cleansing should sidetrack the flow 
and be a valuable prophylactic measure. When the sputum 
becomes normal the intestinal condition improves. 

Dr. Harry Gauss, Denver: As a preliminary to treatment 
it is important to decide just what is meant by “intestinal tuber- 
culosis,” because there exists a contradiction as to the incidence 
of this disease. There are, on the one hand, autopsy statistics 
from such excellent sources as Brown and Sampson, Schweigert, 
Schwatt and others, who state that from 50 to 80 per cent of 
those having pulmonary tuberculosis have intestinal tuberéulosis. 
However, common clinical experience looks askance at these 
figures. At the Trudeau Sanatorium a careful study was made 
for the incidence of intestinal tuberculosis. In a study of some 
1,800 patients with pulmonary tuberculosis they were able to 
demonstrate clinically intestinal tuberculosis in about 8 per cent 
of the patients. Yet from the same institution come autopsy 
statistics to prove that 50 or more per cent of those having 
pulmonary tuberculosis also have intestinal tuberculosis at the 
time of autopsy. It is evident that we are dealing with two 
different concepts, a pathologic and a clinical one. The patholo- 
gist is talking about anatomic alterations he finds at the autopsy 
table, which at times may be nothing more than terminal mani- 
festations of the disease, whereas the clinician is talking about 
a symptom complex which produces morbidity and which he is 
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called on to treat. In Denver we have set up criteria for the 
determination of intestinal tuberculosis. First, we observe that 
in adults it occurs usually in those having far advanced pul- 
monary tuberculosis. Some of the common signs and symptoms 
are diarrhea, cramps after eating, nausea, abdominal tenderness, 
pain over the colon and sometimes abdominal rigidity. Some 
of the x-ray manifestations are spastic filling defects of the 
ascending colon and increased irritability of the large bowel, 
and stasis of the small bowel. With the stasis goes segmentation 
and some dilatation, together with some gastric retention. How- 
ever, all these signs and symptoms are merely manifestations of 
increased irritability of the colon and small bowel, and nothing 
more; and since many other conditions may produce manifesta- 
tions of increased irritability, such as irritable colon, intestinal 
parasites and mucous colitis, it is necessary to exclude by care- 
ful differential diagnosis all the other things a patient may have, 
to make sure we are dealing with intestinal tuberculosis and not 
some other incidental digestive disturbance. 

Dr. CLEMENT L. Martin, Chicago: The study just pre- 
sented adds valuable data to the therapy of tuberculous entero- 
colitis. It is only by the comparison of this with similar studies 
that current therapy can be accurately evaluated. Of paramount 
importance is the question of diagnostic criteria. Agreement 
must be reached on what constitutes a sound basis for diagnosis. 
As to proctoscopic examination, it is of little consequence in 
this disease in institutional cases; diagnosis was made on the 
basis of the proctoscopic observations in only about 3 per cent 
of this series. Of course it is higher in the far advanced cases, 
being 25 per cent in one series of this particular group reported 
by me several years ago. In general, however, this examination 
is not particularly helpful in the diagnosis of institutional cases ; 
in too many the disease is above the reach of the proctoscope. 
If ulcers are seen, it gives evidence of great value and then a 
direct diagnosis is generally possible. On the other hand, it is 
of great importance in the differential diagnosis of ulcers in the 
terminal bowel in ordinary practice. My own experience urges 
me to emphasize that, outside of institutions for the tuberculous, 
ulcers visible with the proctoscope are usually not tuberculous. 
If they are tuberculous, the pulmonary disease is nearly always 
so advanced and easily diagnosed by roentgenogram that mis- 
takes should be rare. 

Dr. Morris WEISSMAN, Chicago: Dr. Gauss’s suggestions 
concerning the diagnosis of intestinal tuberculosis are well taken ; 
however, this paper covers treatment only. I should like to 
amplify a few points that were brought out. Not infrequently 
in the course of our study we were called on to decide whether 
a given toxic state was pulmonary or intestinal in origin. The 
final decision rested on repeated physical examinations over an 
extended period. Thus we were able to observe the current 
changes in the physical signs in either system. Quite often the 
two did not parallel. Not uncommonly the lungs would show 
improvement in the disease process while the intestine would 
simultaneously show progression, or vice versa. The more 
favorable intestinal course observed in the pulmonary collapse 
cases, while largely accounted for by the removal of a toxicity- 
generating focus and thus enhancing the defensive body mecha- 
nism, may also be due to the fact that those cases very likely 
are recruited from a class of people who have ample defense 
mechanisms to begin with, and thus the intestinal involvement 
is seldom of the fulminating type. In some cases, then, the 
improvement in the two conditions is merely parallel rather than 
interdependent. Concerning the general efficacy of the treat- 
ment as observed by us, it may be stated that even in the cases 
in which a downgrade course proved inevitable, an amelioration 
of the distressing symptoms was generally noted. The study 
bearing on prophylaxis was based on the generally accepted 
belief that intestinal tuberculosis results from the repeated swal- 
lowing of sputum. Anything that would reduce the bacillary 
content of the sputum would thereby prove good prophylaxis. 
Paraffin showed the greatest reduction in the bacillary content 
and hence proved to be an ideal cleanser. There remains to be 
seen whether the feces will actually show a reduced bacillary 
content following repeated cleansing of the mouth by paraffin. 
Should it prove so, we may perhaps look toward a reduction in 
the incidence of intestinal tuberculosis by the use of paraffin as 
an oral cleansing agent. 
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In the rapidly expanding literature relating to sickle 
cell anemia, which now includes more than 140 articles, 
there are numerous descriptions of erythrocytes, the 
most important of which are in the articles by Emmel,’ 
Sydenstricker, Mulherin and Houseal,? Huck,*? Hahn 
and Gillespie,t Hein, McCalla and Thorne,’ Graham 
and McCarty,® Sharp and Schleicher * and Vaubel.* In 
this paper we shall attempt to combine the observa- 
tions of others with observations which we have made 
while studying forty-seven patients with active sickle 
cell anemia at the John Gaston Hospital in Memphis. 


MORPHOLOGY 

When whole blood from a patient with sickle cell 
anemia is sealed under a cover slip and examined imme- 
diately, it is noted that most of the cells are round or 
oval and that there is a variable number of irregularly 
shaped cells and elongated and narrow cells with round 
or pointed ends. As the preparation stands for a period 
of hours, the carbon dioxide content of the drop 
increases, the cells expand and their capsules are placed 
under tension. The cells undergo a series of progres- 
sive transformations in shape and structure from round 
discoid forms to bizarre, multipointed forms (figs. 1 and 
2). This change may begin during the first hour after 
the blood is drawn, but as a rule the metamorphosis 
takes place at a maximal rate in from two to six hours 
and is usually complete within twelve to twenty-four 
hours. If the blood is rendered anoxemic by placing 
a tourniquet around the arm or finger for five minutes 
or longer, the erythrocytes will undergo changes in 
shape faster than if venous or capillary blood is removed 
without stasis.° 

If cells in a given microscopic field are watched dur- 
ing the transformation from one form to another, it is 
noted that the structural alteration proceeds in various 
ways. ‘The most common manner of change, which 
has been well described by Emmel, Hahn and Gillespie 
and Vaubel, is pictured in figure 1. First there are a 
thickening of the cell on one side of the disk and a 
corresponding thinning out of the disk on the opposite 
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side. The diameter of the cell becomes greater, and the 
margins of the thinned-out portion become scalloped and 
shortly afterward pointed. Coincidently the thickened 
part of the cell becomes elongated and pointed filaments 
protrude from its ends and sides. In some cells the 
area of increased density appears in two places, and 
in occasional cells there are three foci of hemoglobin 


€ 


Fig. 1.—-The sequence of morphologic changes in the erythrocytes in 
moist preparations. 


condensation, each of which becomes pointed and sepa- 
rated from the others by a thin web of nonrefractive 
stroma (fig. 1). The change from a round cell with 
even hemoglobin distribution to a many-pointed form, 
thick in one portion and thinned out like a fish fin in 
another, takes place within two to four minutes. After 
the cell has undergone this explosive sort of trans- 
formation, there are no further changes for many 
hours. 

Some of the round and oval cells before changing 
their shape undergo active kneading movements for 
minutes or hours, rounded elevations appearing on 
their surface in one place and retractions of surface 
occurring at others. Finally sharp spicules appear, 
after which the movements cease as if the restrained 
forces within the cell had been released. In other 
cells there is no visible movement or shift in hemo- 
globin, but barbs of cytoplasm gradually protrude from 
the surface, giving a cocklebur effect and resemb- 
ling exaggerated crenation. Graham and McCarty ° 
described and illustrated a form of change in which 
practically all the cells have a needle-like form. We 
have observed this type of change in a few instances 
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but have never been fortunate enough to observe cells 
during their transformation from round to acicular 
types. 

»* all the forms of metamorphosis that we have 
observed, the points, filaments and sheets of cytoplasm 
that extend beyond the surface are mainly in the plane 
of the disk rather than perpendicular to its surface 
(fig. 2). Occasionally cells in rouleau formation 
change their shape without changing their relationship 
to one another, and in this case the transformed 
group appears as a stack of needles. 

Erythrocytes that are elliptic or of oat or crescent 
shape at the time the preparation is made do not 
undergo changes in shape similar to those described for 
round and oval cells. These cells have evidently 
already passed through the process, have lost their fila- 
ments and finlike appendages and have become irrepar- 
ably changed in shape. In moist preparation, on 
standing, they merely protrude one or a few pointed 
filaments from their ends, or the points already present 
become longer (fig. 1). | 

Cells which have undergone structural changes pre- 
viously described (fig. 2) are collectively called “‘sickled 
cells,” although the term in a descriptive sense is inap- 
plicable to any except the cells that are narrow, pointed 
and curved. 


_ Fig. 2.—-Erythrocytes in sealed moist preparations. Camera lucida draw- 
ings. 


When blood in sealed moist preparations is exposed 
to the air by simply lifting the cover slip and imme- 
diately replacing it, the cells which have sickled in the 
bizarre manner will immediately revert to the round 
form.’ Oat and crescent shape cells on exposure to 
air become less pointed and may become elliptic but 
do not round up. 
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All the cells, regardless of shape, will become 
hemolyzed or will round up if left in the sealed moist 
preparation for days.° Some of the bizarre sickled 
forms will suddenly lose their hemoglobin and leave at 
the point where they formerly were a faintly visible 
ghostlike circle. Other cells undergo a slow degenera- 
tive change. The finlike appendages disappear, and 


Fig. 3.—The sequence of morphologic changes in sickled erythrocytes on 
sta ing for days in sealed moist preparations. 


the pointed filaments become shorter and more blunt. 
Occasionally the filaments break off or little globules 
form along the filaments, which break off singly or 
in chains. Granules and vacuoles appear in the cyto- 
plasm, the cells become more pale and the margins less 
refractive, the diameters decrease and the cells become 
more spherical (fig. 3). Ultimately there is nothing 
left but amorphous debris. 

Cells in moist preparation stained with dyes such as 
vital red, brilliant cresyl blue and methylene blue show 
structural transformations similar to those found in 
unstained preparations.’° Cells containing reticulum 
do not sickle as readily or in as bizarre a form as do 
the more mature cells. Nucleated red blood cells 
undergo changes in shape even less readily, but they 
do sickle. The erythrocytes in blood mixed with 
oxalate, citrate or saline solutions likewise undergo the 
same type of changes, but if the blood is diluted much 
the process takes place more slowly or not at all. 

Erythrocytes placed in a saline citrate solution in a 
test tube, sealed with liquid petrolatum and allowed to 
stand will undergo changes similar to those just 
described. In order to prevent the cells from round- 
ing up on exposure to air, solution of formaldehyde 
is added before examination.‘ Red cells exposed to 


J. Lab. & Clin. Med. 22: 311-315 (Dec.) 
Am, J. Clin. Path, 5: 325-332 


10. Hansen-Pruss, O. C.: 


k. J. S. P., and Hertz, C. S.: 
(July) 


SICKLE CELL ANEMIA—DIGGS AND BIBB 


697 


carbon dioxide in hanging drop preparations or in 
test tubes undergo similar structural changes. 

The erythrocytes in the stained smears of blood from 
patients with sickle cell anemia resemble those found 
in moist preparations immediately after the prepara- 
tion is made (fig. 4). Fish fin and multipointed shapes, 
which are characteristic of the moist preparations after 
standing, are not seen in their complete form in stained 
smears, but semblances of these forms can be found 
on searching. This indicates that at least some of the 
cells were sickled in the circulating blood and when 
smeared became fixed by drying before they had a 
chance to round up completely. 

The type of cell which is most characteristic of sickle 
cell anemia and which is rarely observed in any other 
condition is the hyperchromatic, elongated form, 
pointed at each end and curved in the middle (fig. 4). 
These cells may be as long as 50 microns and as narrow 
as 1 or 2 microns, but the majority are from 10 to 20 
microns long and from 2 to 4 microns in their widest 
diameter. In some smears the sickled cells show degen- 
erative changes in the form of vacuoles or granules and 
irregularities of margin of the moth-eaten type. Small 
bacillus-like rods of hemoglobin are found in the 
smears, which are evidently broken-off bits of cyto- 
plasm from the elongated filaments. 

The number of typically sickled forms in stained 
smears is highly variable with different patients. In 
numerous patients there are no forms sufficiently 
typical to warrant the diagnosis of sickle cell anemia 
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Fig. 4.—The shape and relative size of erythrocytes in stained smears. 


from the structure of cells alone. Elliptic and oat 
shape cells are more numerous in the stained smears 
than are cells shaped like a sickle, but these forms 
may likewise be few. There is no sharp line of demar- 
cation between the round, the oval, the blunt elliptic, 
the elongated elliptic, the elongated with one and with 
two points and the curved cells with double points 
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(fig. 4). It is a matter of opinion, in counting the One thousand cells were measured in each case, an eye- 


percentage of sickled cells, exactly how many there are. 
The percentage of sickled erythrocytes in cases recorded 
in the literature and our series is given in figure 5. 
We have had the opportunity of following a number 
of patients with sickle cell anemia at frequent intervals 
for a period of years and have observed that the per- 
centage of double-pointed cells is fairly constant in a 
given person month after month. That this is not 
invariably true was shown in Emmel’s case,’ in which 
there were numerous sickled cells on one occasion and 
few on another. The percentage of sickled cells is 
not related to the severity of the anemia. 

Haden ** has recently called attention to a type of 
abnormality in which there is a central elevation, giving 
the appearance of a dot within a ring, to which he gave 
the name “Mexican hat.” We have gone back over 
our slides and have without exception found this form 
in large numbers in smears from patients with sickle 
cell anemia. In some smears there are as many as ten 
or more of these forms to an oil immersion field, and 
in practically every field there are one or more cells 
of this type. We have on searching found similar 
cells in smears from patients with pernicious anemia, 
hemolytic jaundice, erythroblastic anemia and leukemia 
but have not observed this form in normal blood. It 
is possible that this abnormal area of increased density 
is related in some way to the sickle cell phenomenon 
and corresponds to the area of increased density seen 
in moist preparations at the beginning of the sickling 
process. 

The size of the round erythrocytes in sickle cell 
anemia is highly variable. Cells range in size from those 
as small as platelets to those as large as neutrophils. 
It is impossible to measure accurately the diameters of 
cells in smears from patients with sickle cell anemia in 
which there are many elliptic or oat and sickle shape 
cells, but with smears from patients with few cells of 
these forms Price-Jones curves can be made with a fair 
degree of accuracy. Haden’** reported no significant 
abnormality in diameter of erythrocytes or in thickness 
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of cells in two white patients with mild sickle cell 
anemia whose spleens had been removed. Wintrobe '* 
reported the mean diameter of round cells in two cases 
of sickle cell anemia as 8.6 and 9.2 microns. Sharp 
and Schleicher * gave values for three cases as 8.6, 8.1 
and 7.8 microns, respectively. The mean diameter was 
determined for ten of our patients in whose smears 
there were less than 5 per cent elongated cells. Thin 
dried smears made by the cover slip technic were used. 
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piece micrometer with graduations at intervals of 0.7 
micron being used. The mean diameters were 7.8, 8.2, 
8.4, 8.5, 8.5, 8.8, 8.9, 9, 9.5 and 9.5 microns. The 
average mean diameter was 8.7 microns. The average 
mean diameter of erythrocytes of five medical students 
used as controls was 7.6 microns. The frequency dis- 
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Fig. 6.—Erythrocyte diameters in sickle cell anemia (Price-Jones 
curves). 


tribution curves of erythrocyte diameters and the com- 
posite curves for the ten patients with sickle cell anemia 
and the five controls are given in figure 6. From these 
observations it is obvious that there is in sickle cell 
anemia marked anisocytosis, and the average diameter 
is greater than normal. 

Smears from patients with sickle cell anemia also 
show striking anisochromia. Diffusely basophilic cells 
are the rule. Howell-Jolly bodies and nuclear frag- 
ments of various types often are found. Stippled cells 
are seen sometimes and Cabot’s rings rarely. Nucleated 
red blood cells with pyknotic nuclei and red-staining 
cytoplasm are demonstrable in practically all smears 
at all times, and occasionally the nucleated red blood 
cells are more numerous than the white blood cells. 
The frequency distribution of patients according to the 
number of nucleated red cells per hundred white cells 
in stained smears is given in figure 5. The number of 
immature red cells increases during the febrile sickness 
and decreases when the clinical symptoms subside. In 
occasional smears true megaloblasts are seen. Pointed 
and sickled nucleated red blood cells in various stages 
of maturity are sometimes found, which proves that the 
extrusion of the nucleus is not the explanation for the 
sickling phenomenon. 

The percentage of reticulocytes is increased. In our 
series of forty-two cases in which reticulocyte counts 
were done, the average reticulocyte percentage was 15. 
We have seen reticulocyte counts as high as 87 per cent 
and have often observed counts above 25 per cent. The 
frequency distribution of patients according to reticulo- 
cyte count in our series and in the cases reported in the 
literature is given in figure 5. 

In tissue preparations fixed in formaldehyde the 
erythrocytes are usually greatly elongated and oat 
shape, but curved, angular and bizarre forms are also 
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seen. The sickling is less striking in tissues fixed in 
Zenker’s solution. A good way to demonstrate the 
presence or absence of sickling in tissue preparations 
is to grind up bits of tissue in a mortar and examine 
drops of this material microscopically. The sickling is 
demonstrable in all tissues but is most marked in sec- 
tions from the spleen or bone marrow. The smaller 
blood vessels appear to be distended by sickled cells, 
and it is possible that the abnormal shape of the cells 
and their great length interferes with the free circula- 
tion of blood and is a factor in the production of throm- 
bosis, which is a common feature of this disease." 
Erythrocytes of the double-pointed type have been 
observed in the urine, cerebrospinal fluid and fluids 
from the serous cavities. We have also observed three 
patients with sicklemia who had no true sickled forms 
in the stained smears of their blood, yet who had in 
their pleural or ascitic fluid typical sickled cells which 
would not round up on exposure to air. Evidently 
these cells, under the conditions of anoxemia in a body 
cavity, had undergone the bizarre type of change, had 
lost their finlike appendages and multiple points and 
had become irrevocably sickled. This together with 
the morphologic evidence is fairly reliable proof that 
the sickled cells in the stained smears of sickle cell 
anemia were first bizarre in shape and that the true 
sickled cell is a degenerative form. 


MEAN CORPUSCULAR VALUES 

The mean corpuscular values reported in the litera- 
ture are few, and the statements made concerning the 
mean corpuscular volume, mean corpuscular hemo- 
globin and mean corpuscular hemoglobin concentration 
are not in agreement. We determined the red cell 
count, hemoglobin content and volume of packed red 
blood cells of thirty-eight patients with sickle cell 
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Fig. 7..-Mean corpuscular values in forty-four cases. The position of 
the mean is indicated by the white line. 


anemia. The total number of determinations was 100. 
When more than one determination was made on the 
same patient, the average values were taken as repre- 
sentative. Pipets and counting chambers certified by 
the United States Bureau of Standards were used. 
The hemoglobin content was determined by the acid 
hematin method, with instruments standardized each 
quarter by the oxygen capacity method of Van Slyke. 
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The determinations of cell volume were made by mixing 
10 cc. of venous blood with 20 mg. of dried potassium 
oxalate and centrifuging in a 15 cc. graduated centrifuge 
tube in a size 2 international centrifuge until there was 
a constant pack. The factor 1.09 was used to correct 
for shrinkage due to the dried oxalate. 

The frequency distribution of mean corpuscular 
values for thirty-eight cases of sickle cell anemia in our 
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Fig. 8.—Fragility of erythrocytes in hypotonic aeons in fifteen cases 
of sickle cell anemia and in seven cases of sicklemia 


series and for six cases reported in the literature are 
given in figure The average mean corpuscular 
volume in the forty-four cases was 90 cubic microns, 
the average mean corpuscular hemoglobin 29 micro- 
micrograms and the average mean corpuscular hemo- 
globin concentration 32 per cent. 

Reliable standards for Negroes are not available, 
but we have found for a small number of healthy 
Negroes employed in the hospital values comparable to 
those for white persons. In a control series of deter- 
minations made on forty white male medical students 
by Dr. R. M. Moore in this clinic with our instruments 
and methods, the average mean corpuscular volume 
was found to be 86 cubic microns, the average mean 
corpuscular hemoglobin 29 micromicrograms and the 
average mean corpuscular hemoglobin concentration 33 
per cent. These figures are essentially the same as 
those reported by Wintrobe.!® From these observa- 
tions the conclusion is drawn that the erythrocytes in 
sickle cell anemia are usually of the normocytic, normo- 
chromic type, with a tendency toward macrocytosis. 

There was no apparent correlation between the mean 
corpuscular volume, the mean corpuscular hemoglobin 
or the mean corpuscular concentration and the reticulo- 
cyte count, the number of nucleated red blood cells, the 
percentage of cells sickled in stained smears, the 
severity of the anemia or the mean cell diameter. 


FRAGILITY TESTS 

The erythrocytes in sickle cell anemia are more 
resistant than are normal cells to hypotonic saline solu- 
tions. The reported fragility tests showed a few 
instances of normal or of decreased resistance, but the 
fifty-two reports available in the literature showed that, 
on an average, hemolysis began in a 0.38 per cent solu- 
tion of sodium chloride and was complete in a 0.28 per 
cent solution. The results obtained when the fragility 


15. Wintrobe, M. M.: J. Lab. & Clin. Med. 17: 899-912 (June) 1932. 
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of the erythrocytes was tested in fifteen of our cases 
are given in figure 8. In these cases the average values 
were 0.34 and 0.11 per cent, as compared with 0.42 
and 0.32 per cent for the controls. We have confirmed 
the observation of others that some of the erythrocytes 
in some of the patients with sickle cell anemia will 
retain their hemoglobin in distilled water. The 
increased resistance of the erythrocytes in sickle cell 
anemia to hypotonic saline solutions is probably explain- 
able by the ability of these cells to alter their shape 
without placing their membranes under sufficient ten- 
sion to cause hemolysis. 

The fragility of erythrocytes in association with the 
sickle cell trait in the absence of anemia has been 
determined in few instances. Cooley and Lee" 
reported no difference in the fragility of the erythro- 
cytes of children with and without the trait. Graham 
and McCarty,® on the other hand, stated that “in a 
series of 24 meniscocytic bloods we found an average 
range of hemolysis from 0.39 to 0.19 per cent NaCl and 
concluded that the resistance was definitely increased.” 
We determined the resistance of the erythrocytes to 
hypotonic solution in seven cases of sicklemia, using 
as our end point for complete hemolysis the level at 
which no cells containing hemoglobin appeared in the 
sediment on microscopic examination (fig. 8). The 
average values for this series were 0.35 and 0.2 per 
cent, whereas in the control group they were 0.39 and 
0.27 per cent. 

In order to test the resistance to mechanical trauma 
of the erythrocytes in sickle cell anemia, a hinged board 
was attached to the shaking device on a manometric 
Van Slyke machine. Glass tubes containing the 
oxalated or defibrinated blood to be tested were attached 
to this board and shaken at the rate of 250 vibrations 
per minute. It was found that this type of trauma over 


Resistance of Erythrocytes in Sickle Cell Anemia 


Percentage of Erythrocytes Destroyed 


Hoursof _—Patients with 
Experiment Shaking Sickle Cell Anemia Controls 
L. C. & L. W. D.......... 6 52 44 
A. M. ©. & J. B. H....... 8 68 44 


a period of hours was not sufficient to cause an appre- 
ciable difference in the red cell count or in the cell 
volume in blood from normal persons or from patients 
with sickle cell anemia. However, by adding fifty glass 
beads to each tube and passing carbon dioxide gas 
continuously through the column of gas above the blood 
during the process of shaking, the cells were destroyed 
in appreciable quantities. The carbon dioxide served 
the dual purpose of making the cells larger and there- 
fore more fragile and of causing the round cells in 
the blood of sickle cell anemia to become sickled. In 
three experiments performed under these conditions the 
cells were destroyed more rapidly in the blood from 
patients with sickle cell anemia than in that from the 
controls, as shown in the accompanying table. Deter- 
minations of cell volume during the shaking experiments 
showed values comparable to the red cell counts. Micro- 
scopic examination of the specimens of blood containing 
the sickled erythrocytes revealed more fragments and 
cellular débris than did microscopic examination of 
normal blood 


16. Cooley, T. B., and Lee, Beast: 
Dis. Child. "32: 334- (Sept.) 19 
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SEDIMENTATION RATE 

Little information is to be obtained from the litera- 
ture concerning the sedimentation velocity of erythro- 
cytes in sickle cell anemia. The sedimentation rate was 
determined for twenty-three of the patients in our 
series. The total number of determinations was forty- 
nine. Oxalated blood and 5 cc. Cutler tubes were used; 
the readings were made at five minute intervals for 
one hour. In four instances the sedimentation rate 
was 5 mm. or less in one hour, and in fourteen instances 
the rate was less than 10 mm. in one hour. Repeated 
examinations of the sedimentation rate for the same 
person at different times revealed variable rates, 
although the degree of anemia did not significantly 
change. Increased rates could usually be explained by 
some demonstrable abnormality, such as active tuber- 
culosis, salpingitis or badly infected ulcers of the legs, 
but in some cases there was no obvious cause for the 
increased rate. The fact that the sedimentation rate 
may be normal in spite of severe anemia indicates that 
the increased rate in these cases is due to some com- 
plication, whether it is clinically demonstrable or not. 
Since the sedimentation rate may be normal in the 
presence of marked anemia, it is obvious that correc- 
tion factors based on the degree of anemia are not 
applicable in this disease. 


ABSTRACT OF. DISCUSSION 


Dr. Epwin E. Oscoop, Portland, Ore.: The authors have 
probably given the best summary of the status of the erythro- 
cyte in sickle cell anemia to date. Their study demonstrates 
that the disease is a normocytic anemia, as the few cases which 
I have had an opportunity to study in the North seemed to 
indicate. I should like to ask how they differentiate anemia 
due to other causes in a Negro with the sickle cell trait from 
true sickle cell anemia. They have shown that the sickle cell 
trait is common in Negroes, and it would seem that if such a 
Negro had anemia of another cause the problem of differential 
diagnosis would be more difficult. The authors did not have 
time to stress the differences between ovalocytosis, or familial 
poikilocytosis, as I prefer to call it, and the true sickle cell 
phenomenon. Familial poikilocytosis occurs just as commonly 
in white persons as in Negroes but has no association except 
an accidental one with anemia. It is relatively common, and 
the cells may superficially resemble sickle cells in Wright’s stain. 
However, in Wright’s stain they are really sausage shaped, 
and the ends are rounded rather than sharply pointed, as so 
well illustrated for sickle cells. The number of poikilocytes 
does not increase in familial poikilocytosis in an atmosphere of 
carbon dioxide or on standing in a moist cover slip preparation 
as does the number of sickle cells. Dr. Warren C. Hunter of 
the University of Oregon Medical School has studied a con- 
siderable family showing familial poikilocytdsis, one of whom 
had anemia due to sinus infection. If these criteria are kept 
in mind, the differentiation should offer no difficulty. 

Dr. L. W. Diccs, Memphis, Tenn.: The blood smear of 
sickle cell anemia in which there are few sickled cells may 
resemble that of other types of hemolytic anemia or secondary 
anemia, but there are numerous points of differentiation. In 
the first place one can usually find, on searching, typical oat 
and crescent forms, which are rarely observed in other blood 
dyscrasias. The white blood cell count is increased, and there 
are thrombocytosis and evidence of abnormal regeneration of 
bone marrow. The reticulocytes are increased. The erythro- 
cytes are more resistant to hypotonic salt solutions than are 
normal cells. There is jaundice of a retention type, with a 
negative reaction to the direct van den Bergh test and uro- 
bilinuria. The history of chronic anemia and of recurrent 
febrile illnesses with severe pains anywhere in the body, 
usually in the joints, bones or abdomen, is fairly characteristic. 
Important physical characteristics are jaundice, cardiac enlarge- 
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ment, hepatomegaly and ulcers of the legs. In the early stages 
the spleen is enlarged, but later there is splenic atrophy. As a 
rule, patients with sickle cell anemia are tall and slender, with 
long extremities. In some cases roentgenograms reveal a 
thickening of the skull, with perpendicular striations and patchy 
osteoporotic and osteosclerotic changes in the long bones. The 
clinical symptoms and signs together with the laboratory data 
constitute a definite syndrome, yet sickle cell anemia is 
often mistaken for other conditions. In practice, sickle cell 
anemia is not confused with other types of anemia but with 
acute febrile diseases, such as rheumatic fever, acute arthritis, 
osteomyelitis, appendicitis, pericarditis, catarrhal jaundice, 
meningitis and typhoid. In the presence of the sickle cell 
trait without anemia the erythrocytes appear to be normal in 
the stained smears, but in moist preparations they assume multi- 
pointed and finlike forms, With the elliptic cell trait (ovalo- 
cytosis) the erythrocytes are elliptic in the stained smears and 
do not undergo changes in shape in most preparations. Pollock 
and Dameshek and also Cardozo have recently described a 
third type of abnormality characterized by the presence of 
elliptic cells which in moist preparations protrude points from 
their ends and become oat shaped. This type of ovalocytosis 
closely resembles the sickle cell trait but should not be con- 
fused with it. 


GASTROINTESTINAL SYMPTOMS IN 
DISEASE OF THE BRAIN 


HARRY GAUSS, M.D. 
DENVER 


Gastrointestinal symptoms may arise from sources 
outside the digestive tract. They may arise from dis- 
ease within the brain. ~ 

The interpretation of abdominal pain is a perennially 
interesting subject. The topic never grows old; nor 
can it be said that the subject has ever been ‘fully 
analyzed and filed away in medical archives. Every 
new or improved diagnostic agent that is developed 
renders finer methods available for the interpretation 
of abdominal pain. Thus the electrocardiograph has 
helped to establish the fact that certain types of so-called 
acute indigestion, both fatal and otherwise, are actually 
coronary disease with referred abdominal pain. In a 
recent paper I+ discussed the mechanism by which 
coronary disease causes acute abdominal pain. 

The abdomen has been properly called the barometer 
or spokesman of the body. The abdomen calls atten- 
tion to trouble but it does not locate it. The task 
remains for the physician, who must bear in mind that 
the responsible organ may be located anywhere in the 
body. The severity of the abdominal pain is no guide 
to the location of the causative agent. The most 
violent type of abdominal pain may arise from causes 
within the abdomen as in the case of biliary colic, or 
from causes outside the abdomen as in the case of 
referred pain from coronary disease. Likewise mild 
abdominal pain may arise from causes originating 
either within or outside the abdomen. 

Elsewhere I have discussed some common causes of 
referred abdominal pain. I have pointed out that 
gastrointestinal symptoms may arise in the psychic 
apparatus,’ in the pelvis* or in the renal system,‘ as 


From the Department of Medicine, University of Colorado. 

Read before the Section on Gastro- om wn and Proctology, at the 
Eighty-Ninth Annual Session of the American Medical Association, San 
Francisco, June 

1, Gauss, Harry: Gastrointestinal Sym some a Cardiovascular Dis- 
ease, Am. J. Digest. utrition 4: 

2. Gauss, Harty: Nervous Indigestion, ew “Med. 29: 202 (May) 


Gauss, Harry: Gastro-Intestinal as i of Pelvic Origin, Am. J. 

Digest Dis. "& Nutrition 3: 891 (Feb.) 1 
ss, Harry: The Gastrointestinal and Renal 


Int. "Med. 9: 1373 (April) 1936. 


DISEASE OF BRAIN—GAUSS 


701 


well as in the cardiovascular system.’ It is my pur- 
pose in this paper to discuss the brain as a source of 
gastrointestinal symptoms. 

My attention was directed to the brain as a cause of 
digestive disturbances by a patient who manifested 
vague gastrointestinal symptoms suggestive of gall- 
bladder dyspepsia for a number of months and who 
subsequently was found to have a pituitary tumor: 


Case 1—Gallbladder dyspepsia syndrome from _ pituitary 
tumor, with recovery. I. S., a man aged 39, who came under 
observation March 6, 1934, complained of abdominal pain, 
fulness after meals, bloating and belching, accompanied by a 
sensation of oppression in the epigastrium. These attacks were 
precipitated by the eating of fried foods, greasy foods, eggs, 
smoked meats, coffee and some other foods. At times he 
experienced sinking spells in the abdomen and general weakness. 

The patient was well nourished, weighed 154 pounds (70 Kg.), 
and was 5 feet 7 inches (170 cm.) tall. His pulse rate was 80, 
the ‘temperature 97 F., the respiratory rate 14 and the blood 
pressure 110 systolic, 60 diastolic. The eyes reacted to light 
and in accommodation, The throat was clear and the tonsils 
were out. The heart and lungs were normal. In the abdomen 
the pain was indicated along the costal margin. The liver and 
spleen were not palpable. 

The urine and blood were normal. Analysis with the Ewald 
test meal showed an absence of free acid and a combined 
acidity of 12. 

X-ray examination of the stomach and intestine revealed 
nothing unusual about these organs; the gallbladder, however, 
was poorly visualized and filled and emptied slowly. 

A diagnosis was made of gallbladder dyspepsia and achylia 
gastrica. Treatment for these conditions was prescribed. How- 
ever, the patient did not improve. On the contrary, he became 
worse. Three months later, violent headaches and impaired 
vision developed. An x-ray examination of the skull showed 
an erosion of the sella turcica, which suggested the presence 
of a pituitary tumor. An intracapsular enucleation with resec- 
tion of the capsule of the pituitary tumor was carried out by 
Dr. A. W. Adson of Rochester, Minn. The microscopic diagno- 
sis of the removed tumor was chromophobe adenoma. 

Subsequently the patient had a protracted convalescence with 
a gradual return of vision of both eyes. The gastrointestinal 
symptoms subsided after the operation and have not returned. 
Eighteen months later the patient was able to resume part of 
his work, and he has since been free from the digestive dis- 
turbances. 


Stimulated by this experience I made a study of some 
histories at the Colorado General Hospital of patients 
with brain tumor who presented gastrointestinal symp- 
toms. In this study I was aided by Drs. J. R. Jaeger 
and Abe Ravin. These nineteen histories, with the one 
just given, are presented in condensed form in the 
accompanying table. Most of the patients entered the 
hospital in the stage of advanced brain tumor forma- 
tion, when the neurologic signs and symptoms over- 
shadow the gastrointestinal symptoms ; nevertheless the 
digestive symptoms were noted. However, it is in the 
early stage of brain disease that the presenting symp- 
toms are apt to be largely digestive. It is at this time 
that the possible relation of the digestive syndrome to 
the brain should be kept in mind if an early diagnosis 
is to be arrived at. 

A study of my cases as well as of the literature indi- 
cates that certain diseases of the brain are apt to pro- 
duce digestive disturbances. These are brain tumor, 
other expanding intracranial lesions, syphilis, epilepsy 
and migraine. These lesions of the brain produce three 
types of gastrointestinal syndromes: (1) the dyspepsia 
syndrome, with nausea, vomiting and abdominal pain, 
(2) the acute paroxysmal attack which occurs in epi- 
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lepsy, migraine and syphilis and (3) the syndrome of 
peptic ulcer and other erosions of the upper part of the 
intestine. 
DYSPEPSIA SYNDROME 

Dyspepsia occurs in some instances of brain tumor 
and other expanding intracranial lesions. The word 
dyspepsia is employed here in a broad sense to designate 
a variety of symptoms commonly encountered in 


1.—-Normal skull of an adult, showing an average occipitofrontal 


Fig. 
diameter, the well defined sella turcica, the usual suture and blood vessel 


markings and the customary density of the cranial bones. (The roent- 
genograms and their a were made by Dr. E. A. Schmidt of 
the University of Colorado 


patients presenting the abdominal distress syndrome. 
The following symptoms have been observed: abdom- 
inal pain, abdominal consciousness, nausea, vomiting, 
loss of appetite, morbid hunger, capricious appetite and 
a dislike for certain foods. In the early stages of 
brain tumor the patient may present a syndrome 
strongly suggestive of gallbladder dyspepsia or food 
allergy. Patient 1 stated that his abdominal distress 
was aggravated by the eating of fried foods, eggs, 
smoked meats and coffee. 

Nausea and vomiting occur in many cases. They 
were the commonest of the digestive symptoms in my 
series. Jaeger * has observed that persistent vomiting 
may be the only indication of an intracranial lesion 
in the early stage. Disturbances of the appetite 
may present bizarre pictures. The appetite may be 
increased, diminished or capricious. Spiller “ recorded 
a case of glioma of the pons in which intense hunger was 
a prominent symptom. Watts * described a man with a 
tumor of the right frontal lobe which began with the 
sudden appearance of a ravenous appetite. Patient 2 
exhibited a capricious appetite. On arising he experi- 
enced “morning sickness.” He could eat nothing before 
10 a. m., when his appetite returned, after which he 
became ravenously hungry. He died of cerebellar 
medulloblastoma. 

Abdominal pain occurs in some cases and may mani- 
fest itself as epigastric distress, pain in the right upper 
quadrant, diffuse abdominal cramps or a dull umbilical 


5. Jaeger, J. R.: 


Brain Tumors, 31: 165 (May) 1934. 
6. Spiller, W. G.: a 


Brain Tumor, J. A. 53: 2078 (Dec. 18) 


7. Wa J. W.: The Influence of the Cerebral Cortex on Gastro- 
intestinal Scien J. A. M. A. 104: 355 (Feb. 2) 1935. 
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pain. The pain is commonly recurrent but may be 
constant and may have no relation to the gastric cycle. 

Recently Wechsler * reported a series of fourteen 
cases of disease of the brain in which abdominal pain 
was one of the presenting symptoms. The pain was 
often cramping, it involved all portions of the abdomen, 
sometimes it was associated with nausea and vomiting 
and it occurred without any relation to the gastric cycle. 

These symptoms of dyspepsia which occur in disease 
of the brain raise the question whether it is possible 
for intracranial lesions to affect the gastrointestinal 
tract and so produce the symptoms of abdominal 
distres#. 

Wechsler expressed agreement with Watts and Ful- 
ton ® that the irritation of the autonomic representation 
in the brain points to the probable explanation of the 
abdominal distress that occurs in disease of the brain 
and that most evidence points to the premotor area of 
the cortex, the hypothalamus and the vagus as the 
regions responsible for abdominal pain. The abdom- 
inal pain, however, is mediated by way of lower levels 
or centers; hence, while abdominal distress does occur 
in disease of the brain, it has no localizing value 
diagnostically. 

PAROXYSMAL ATTACKS 

Paroxysmal disturbances of the abdomen are apt to 
occur in epilepsy, migraine and syphilis. 

In epilepsy the abdominal attack occurs during the 
aura, after the convulsive attack or as an equivalent 
of the convulsion itself. In so-called abdominal 
migraine the digestive disturbance occurs as an equiva- 
lent of the headache. In neurosyphilis sudden attacks 
of violent pain occur in the upper part of the abdomen, 
the so-called gastric crises. 


? (case 1).—Increase in the occipitofrontal diameter, flattening and 


Fig. 
enlargement of the sella turcica and erosion of the posterior clinoid process. 


During the visceral type of epileptic aura, gastro- 
intestinal symptoms occur commonly. Epigastric dis- 
tress occurs as a painful burning sensation, sometimes 
there are peristaltic unrkst, nausea, vomiting, cramps, 
salivation, dryness of the mouth, intense thirst and 
urge to defecate. During the convulsion involuntary 


I. S.: Abdominal as Symptom of Disease of the 
Brain, J. A A. > _ A. 105: 647 (Aug. 31) 1935 
J. W., and Fulton, er. F.: The Effect 
upon the Gastrointestinal Tract and 
Ann. Surg. 101: 363 (Jan.) 1935, 
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DISEASE OF 
defecation may occur, while at other times abdominal 
distress may occur as an equivalent of the convulsion 
itself. 

The work of Penfield and Gage,'® of Sherrington ™ 
and of Watts and Fulton suggests that there is a 
sensory autonomic representation for the gastrointes- 
tinal tract in the cerebral cortex, which accounts for 
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There are numerous theories to explain migraine. 
Recently the allergic basis has been strongly advanced. 
Some writers, however, agree with Critchley and Fer- 
guson '* that the case for the allergic nature of migraine 
has been overstated. 

Bassoe * has pointed out that, just as in epilepsy 
gastrointestinal symptoms may become the equivalent 


Summary of Twenty Cases of Brain Tumor Presenting Gastrointestinal Symptoms * 


Age, Condition on 
Case Patient Sex Years Lesion Neurologic Symptoms Gastrointestinal Symptoms 
1 I. 8. 39 Chromaphobe adenoma Bilateral hemianopia, pallor Abdominal pain, fulness Improved 
of pituitary body of disks, headache, impaired after meals, bloating, belch- 
, vision ing, dislike for certain foods 
2 I. B. fol 15 Medulloblastoma of Impaired vision, tremor of Loss of appetite in morn- Died 
cerebellum left arm, exaggerated reflexes, ing, ‘“‘morning sickness,” 
bilateral papilledema, nausea, vomiting, poly- 
ny phagia in afternoon 
M. P. fof 42 Glioma of right frontal Impaired vision, headache, Loss of appetite, nonpro- Died 
lobe loss of memory, muscular jectile vomiting, nausea, 
tremors, choked disks 
J.O. Q 6 Glioma of medulla Internal strabismus, head- Projectile vomiting, cramps Improved 
ache, nystagmus, loss of hear- 
ing, ataxia, facial paralysis 
on the left side 
S. B. roa 48 Tumor of right frontal Muscular weakness, dizziness, Projectile vomiting, nausea, Unimproved 
lobe headache, loss of memory, epigastric distress 
ataxia, papilledema, tingling 
of fingers 
J. W. ? 37 Meningioma on left side Headache, impaired vision, Nonprojectile vomiting, Died 
ataxia, vertigo, loss of hear- bloating, symptoms accent- 
ing, nystagmus, exaggerated uated by eating, epigastric 
distress 
M.B Q ll Astrocytoma of cerebel- Choked disks, ataxia, mus- Nonprojectile vomiting, Improved 
lum cular weakness, headache, nausea, abdominal cramps 
convulsions, impaired vision ‘ 
N. A. ? 7 Glioma of cerebellum Headache, weakness of left Nonprojectile vomiting, foul Unimproved 
arm, ataxia breath, constipation, cramps 
P.P 9 7 Glioma of medulla Nystagmus, exophthalmos, Nonprojectile vomiting, Unimproved 
ataxia, bilateral papilledema, nausea, loss of appetite, 
headache abdominal pain, cramps 
D.C. rol 4 Cerebellar tumor Headache, convulsions, Nonprojectile vomiting, Unimproved 
inability to walk, ankle loss of appetite, consti- 
clonus, nystagmus ation 
Jd 9 1% Ependymoma of cerebel- Choked disks, ataxia, exag- Constipation, foul breath, Died 
lum — reflexes, retarded distention 
w 
R. H. ref 10 Cerebellar tumor Loss of vision, ataxia, inter- Nonprojectile vomiting, Died 
nal strabismus, headache, cramps, abdominal pain 
dizziness 
Ww. B ref 38 Tumor of third ventricle Choked disks, ataxia, ver- Nausea, vomiting, abdom- Died 
tigo, convulsions, headache inal cramps 
P.H. 30 Glioma of pons Headache, tremor on right Projectile vomiting, Died 
side, ataxia, dizziness, anorexia, epigastric 
impaired hearing, nystagmus distress 
L. L. fol 34 Infundibular ependy- Impaired vision, dizziness, Nonprojectile vomiting, Died 
moma headache, pain and cramps nausea, constipation, 
in legs abdominal distress 
Ss. W. 9 43 Oligodendroglioma of Convulsions, headache, Projectile vomiting, nausea Improved 
left frontal lobe weakness, impaired vision, abdominal distress, anorexia 
confused state 
I. A. Q 43 Tumor of cerebellum Ataxia, headache, diplopia, Nausea, difficulty in swal- Unimproved 
impaired hearing, loss of lowing, vomiting, epi- 
memory, dizziness gastric distress 
M. W. é 52 Glioma of right frontal Tremor of left hand and leg. Projectile vomiting, pain Improved 
lobe bilateral papilledema, ataxia, in upper part of abdomen 
headache, weakness, loss of 
memory 
A. L. of 53 Tumor of left frontal Headache, failing vision, Loss of appetite, gaseous Unimproved 
lobe vertigo, confused state, eructations, nausea, vomit- 
ataxia, bilateral papilledema ing, epigastric fulness, 
bloating 
A. H. Q A) Meningioma on left side Convulsions involving right Epigastric sensory aura Improved 
side, headache, loss of mem- preceding convulsions 
ory, confused state, 
bilateral papilledema 


the abdominal pain and other symptoms that occur in 
epilepsy of cerebral origin. poise 

Migraine has been described by Riley '* as a periodic 
incapacitating headache culminating in nausea and 
vomiting, often preceded by visual disturbances followed 
by sleep and occurring against a background of rela- 
tively perfect health. 


10. Penfield, Wilder, and Gage, Lyle: Cerebral Localization of Epileptic 
Manifestations, Arch, Neurol. & Psychiat. 30: 709 (Oct.) 1933 


11. Sherrington, C. S emarks on Some Aspects of Reflex Inhibition, 


Proc. Roy. Soc., London, s.B. 97: 519, 1924-1925. 
12. Riley, H. A.: Migraine, Bull. Neurol. Inst. New York 2: 429 
(Nov.) 1932. 


* A craniotomy with attempted resection of the tumor was performed in all cases except 5 and 17. 


of the convulsive seizure, in migraine paroxysms of 
abdominal pain may be substituted for headache. 

In abdominal migraine the abdominal pain may 
become so acute and sharply localized that it simulates 
acute abdominal disease calling for surgical intervention. 
Many futile operations have been performed because of 
the acuteness of the abdominal pain and of the impres- 
sions of the existence of so-called acute surgical 
abdomen. 


13. and Ferguson, F. R.: Migraine, Lancet 1: 
1 


123 (Jan. 21) aes 
14. Bassoe, Peter: Migraine, J. A. M. A. 101:599 (Aug. 19) 1933. 
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Blitzsten and Brams '* reported a series of thirty-two 
surgical cases in which it was later shown that the 
abdominal pain was an expression of abdominal 
migraine. Similar reports have been made by Wolt- 
man,'® by Bassoe and by Pollock and Barborka."’ 

Migraine, like epilepsy, is considered by many writers 
to be an expression of fleeting cerebral pathologic 
changes and the abdominal pain as resulting from local 
changes in the brain. 

Perhaps of all the cerebral lesions which produce 
paroxysmal abdominal pain the gastric crisis of neuro- 
syphilis is the best understood. The patient experiences 
a sudden attack of violent pain in the upper part of 
the abdomen. The pain radiates in all directions. 
Commonly it is associated with nausea, vomiting and 
severe prostration. The attack is variable in duration, 
lasting from hours to days, and it disappears as sud- 
denly as it came, only to reappear later. 


PEPTIC ULCER AND EROSIONS 


According to Cushing '* and others, a relation seems 
to exist between tumors of the brain, peptic ulcer and 
other perforations of the upper part of the intestine. 

Harvey Cushing has given emphasis to this neuro- 
genic theory of peptic ulcer. He demonstrated that a 
clinical and experimental relation exists between disease 
of the interbrain and ulcers of the upper part of the 
alimentary canal. His attention was directed to the 
neurogenic relation by the disturbing experience of 
having three patients die from perforation of the upper 
part of the intestine soon after what appeared to be a 
successful operation for the removal of an intracranial 
tumor. He observed eight other patients in whom 


3 (case 9).—Enlargement of the occipitofrontal diameter, widening 
of lines, and accentuation of the impressiones digitata 
beaten silver appearance of the cranial bones. These signs are Sunclieeed 
to be ladicative of intracranial pressure. The sella turcica is normal. 


intracranial lesions were found to be associated with 
gastric ulcers. Similar observations have been reported 
by Grant,’® by Masten and Bunts * and by Vanzant 


15. Blitzsten, N. L., and Brams, W. A.: 
Reeve. J. A. M. A. 86 : 675 (March 6) 192 
Woltman, H. W.: More Common FB Mh Disorders Associated 
with Pain, Minnesota Med. 7: 193 (March) 1924. 
Pollock, L. W., and Ba i E ka, - J.: Abdominal Migraine, M. Clin. 
North America BAs 1665 (May) 1928 
18. Cushing, Harvey: Pane Ulcers and the Interbrain, Surg., Gynec. 
& Obst. 55:1 (July) 19 
19. Grant, ~ Lesions and Duodenal Ulcer, Ann. Surg. 
101: 156 (Jan.) 1935. 


n, Nee G., and Bunts, C.: Neur 
a the Stomach in Cer 
Med. 54: 916 (Dec.) 193 


with Abdominal 


enic Erosions and Per- 
ral Lesions, Arch. Int. 


DISEASE OF BRAIN—GAUSS- 


A. M. 
. 25, i039 


and Brown.”! Cushing’s views on the neurogenic basis 
of peptic ulcer are by no means universally accepted. 
However, the association between tumors of the hypo- 
thalamus or its pathways, as well as experimentally pro- 
duced lesions of the diencephalon, and hemorrhage, 
ulcers and perforation of the upper part of the intestine 
cannot be ignored. 


Fig. 4 (case 13).—Ventriculogram showing a marked enlargement of 
the lateral ventricles of the brain as well as of the third ventricle, indica- 
tive of an internal hydrocephalus. The cranial bones present the beaten 
silver appearance. 


SUMMARY 

1. Gastrointestinal symptoms may arise from sources 
outside the digestive tract. 

2. They may arise from disease within the brain. 

3. Gastrointestinal symptoms are apt to occur with 
tumors of the brain, other expanding types of intra- 
cranial lesions, epilepsy, migraine and syphilis. 

4. Three gastrointestinal syndromes are apt to be 
produced by the intracranial lesions: (1) the chronic 
dyspepsia syndrome, (2) the acute paroxysmal attack 
and (3) the peptic ulcer syndrome. 

5. The chronic dyspepsia syndrome includes abdom- 
inal distress, nausea, vomiting, and changes in the appe- 
tite. This occurs most frequently in association with 
brain tumors. 

6. The acute paroxysmal attack is manifested by 
sensory and motor disturbances. It occurs in cases of 
epilepsy, migraine and syphilis. 

7. Peptic ulcer and other erosions of the upper part 
of the intestine occur with tumors and other expanding 
intracranial lesions. 

8. There are no pathognomic abdominal signs or 
symptoms of intracranial origin. 

9. The following symptoms, however, if otherwise 
unaccounted for, should suggest the possibility of a 
lesion in the brain: persistent vomiting, projectile 
vomiting, bizarre disturbances of the appetite, abdom- 
inal distress with or without nausea and vomiting 
without relation to the gastric cycle. 

10. A study of the literature seems to indicate that 
there is present in the cortex a motor autonomic repre- 
sentation, both inhibitory and stimulating. The prob- 

Vanzant, F. R., and Brown, A Case of Peptic Ulcer in a 


child Following Brain Injury, Am. J. Digest. Dis. & Nutrition 5: 113 
(April) 1938. 
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able course of this pathway is from the cortex to the 
hypothalamus, to the red nucleus, to the substantia 
nigra and to the vagus. Likewise there is present a 
sensory autonomic representation. Irritation of these 
pathways is believed to occur in cases of intracranial 
lesions, thus producing the symptoms. 

11. The differential diagnosis between gastrointestinal 


in disease of the brain is made from a careful considera- 
tion of both systems, aided by neurologic and x-ray 
examinations, 

12. Although digestive symptoms may suggest the 
presence of an intracranial lesion, they are mediated by 
way of lower levels and hence have no localizing value. 
13. There is no royal road to an easy differential 
diagnosis of acute abdominal pain. 

Republic Building. 


ABSTRACT OF DISCUSSION 

Dr. Epwarp G. Brttincs, Denver: Gastrointestinal syn- 
dromes often arise as a result of some extragastrointestinal dis- 
turbance. Disorders of the central nervous system must always 
be considered and therefore a neurologic study never omitted 
from the usual examination. However, if the physician stops 
here he will fail to elicit the true etiology in more than half the 
patients with symptoms referable to the alimentary system. In 
the medical clinic of the- University of Colorado, in which all 
gastrointestinal complaint problems are examined, more than 
half of the patients, ranging in age from 12 to 59 years, with 
symptoms referable to the alimentary system, have neither 
demonstrable gastrointestinal nor central nervous system disease. 
In these individuals the gastrointestinal system tends to partici- 
pate more than the average in their emotional lives. As a result 
of the motility and secretory phenomena concomitant with the 
emotivity, symptoms and signs arise which are in truth but a 
type of “organ language” by which the personality protests to 
the stresses and strains of life. Nausea and vomiting are often 
the equivalents of disgust and aversion; anorexia and inappetence 
may be related to a disorder of mood; abdominal discomfort, 
ranging from the more vague and insignificant to the most acute 
and disturbing, is frequently the result of real gastrointestinal 
participation in such total personality reactions as tension, 
anxiety and fear. In these personality or psychogenically deter- 
mined problems, attention to the patient’s complete complaint, 
the setting in which it began, and its evolution in terms of per- 
sonal and situational factors are the very foundation of the 
symptomatic, supportive, sublimatory and causal therapies, which 
in our experience have led to most gratifying results in terms 
of alleviating the gastrointestinal symptoms of these patients. 
Dr. Gauss has pointed out that gastrointestinal symptoms may 
be some of the protean expressions of disturbed functions of 
the central nervous system. This I strongly emphasize but in 
so doing wish to express that “the mere fact that a gastro- 
intestinal disorder is carried on by neurogastrointestinal proc- 
esses does not make that disorder nonmental.” 

Dr. THEopore L. ALTHAUSEN, San Francisco: It has often 
been said that there is no such specialty as gastro-enterology, 
because a gastro-enterologist has to be too well versed in dis- 
eases of the kidneys, the chest, and so on. This morning Dr. 
Bishop told us about the connection between cardiology and 
gastro-enterology, and now Dr. Gauss is adding the study of 
neurology as a prerequisite for the practice of gastro-enterology. 
To the three syndromes that Dr. Gauss mentioned I should like 
to add a fourth one, to which I called attention several years 
ago in the American Journal of Digestive Diseases and Nutri- 
tion, namely that of functional insufficiency of the liver in dis- 
eases of the central nervous system. An instance of gross 
pathologic changes involving the two organs is Wilson’s disease, 
found chiefly among workers in manganese mines. In this 
disease there is cirrhosis of the liver associated with degenera- 


‘tion of the lenticular nuclei. In a series of 156 patients without 


clinical evidence of hepatic disease who were studied by means 
of liver function tests, diseases of the central nervous system 
proved to be a significant source of potential error. It was 


disease and referred abdominal symptoms originating’ 
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puzzling that the diseases of the central nervous system asso» 
ciated in patients with hepatic insufficiency were not of any one 
particular type. There were patients with tumors of the brain, 
with encephalitis, with multiple sclerosis, and others who unac- 
countably gave positive results with two or more liver function 
tests Fernbach pointed out that patients with disorders of the 
central nervous system are often hypersensitive to insulin. This 
might invalidate liver function tests based on carbohydrate 
metabolism ; however, it was found that dye excretion tests were 
equally affected by diseases of the central nervous system in 
these patients, so this isn’t the whole explanation. Hess and 
Goldstein, Siedhoff, Richet, Jacquelin and Joly, and Crandall 
also found hepatic insufficiency, as evidenced by the results of 
several function tests, in various diseases of the nervous system. 


EPIPHYSITIS OF THE CAPITELLUM 
OF THE HUMERUS 


JOSEPH F. ELWARD, M.D. 
WASHINGTON, D. C. 


The pathologic process known as epiphysitis or osteo- 
chondritis is thus entitled because it involves primarily 
the articular extremities of bones and for the further 
reason that the epiphysis is frequently detached or 
destroyed during the progress of the disease. Osteo- 
chondritis and epiphysitis are practically identical, the 
age incidence of activity of the centers of ossification 
constituting the distinguishing factor. Accordingly, 
when the center of greatest activity is situated in the 
epiphysis, epiphysitis results and, when it is located in 
the centrum, osteochondritis occurs. Although char- 
acterized by a similar course in all the epiphyses, the 
disease manifests itself in each at the age period of 


Fig. 1 (case 1)—Nov. 24, 1930. 


most rapid growth. Hence it has been described by 
certain writers as osteochondritis of the centers of 
growth or ossification. Proponents of the infectious 
theory of the still highly controversial etiology define 
epiphysitis as a form of acute osteomyelitis in which 
the focus of infection centers in the epiphysial cartilage 
while it exists, and therefore as a malady most frequent 
in children and adolescents, which it is in fact. 


Read before the Section on Radiology at the Eighty-Ninth Annual 
Session of the American Medical Association, San Francisco, June 17, 
1939, 
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The earliest description of the condition properly 
classifiable as epiphysitis was that contributed in 1869 
by Paul Vogt? on epiphysitis of the tibial tubercle, 
which was described both by Osgood ? and by Schlatter * 
in 1903 and which has since been called Osgood-Schlat- 
ter’s disease. Konig * in 1887 contributed a description 


Fig. 2 (case 1).—Feb. 27, 1931. 


of a condition marked by the appearance of free joint 
bodies, which resulted from pathologic compression 
fracture of dead epiphyses, with formation of a wall 
of bony débris which interfered with bony substitution 
and induced a process of delimitation, osteochondritis 
dissecans. In 1908 Kohler ® published a description of 
the tarsal scaphoiditis which is now known by his name. 


Fig. 3 (case 1).—June 1, 1937. 


A peculiar disease of the hip with distinctive signs 
which served to differentiate it sharply from tubercu- 
losis of the hip joint was reported first by Legg * in 1909 


Paul: Ein Fall von Abreissung der Tuberositas tibiae durch 
wiltbasticke Muskelcontraction, Berl. klin. Wehnschr. @: 225-227, 1869. 
g .: Lesions of the Tibial Toe Occurring During 
Adolescence, Boston M. & S. J. 148: 113-117, 
3. Schlatter, C.: Verletzungen des Fortsatzes der 
oberen Tibiaepiphyse, Beitr. z. klin. Chir. 38: 874-887, 
Konig, F.: Ueber freie Kérper in den Gelenken, Deutsche Ztschr, 
f. Chir. 27: 90- 109, 1887, 
Kohler, A. Ueber eine haufige, bisher anascheinend unbekannte 
Erkrankung kindlicher Knochen, Verhandl. d. deutsch. Réntg. 
1308. 4:110-112, 1908; Miinchen. med. Wehnschr. 45: 1923- 1935, 


A. T.: An Obscure Affecti f the H t, Bost 
Ss. ;. 108: 202.204, 1910. on of the Hip-Joint, Boston M. & 


and by Calvé* and Perthes* in turn in 1910, where- 
upon it received the title of Legg-Calvé-Perthes’ dis- 
ease. However, ever since Perthes’ classic description 
in 1913 the disease which he finally denominated osteo- 
chondritis deformans juvenilis has been known gen- 
erally by his name. Meanwhile, as Overton ® said, 
Sever '° had in 1912 contributed an original account 
of a related disease of the os calcis, which he called 
apophysitis. 

In 1914 Freiberg ™ reported illustrative cases of a 
disease of the epiphysis of the head of the second meta- 
tarsal bone which he designated infraction, although 
it was later found that neither the anatomic examination 
nor the clinical evolution confirmed the radiographic 
appearance of fracture. Thereupon the more appro- 
priate term of osteochondritis of the metatarsal heads, 
or metatarsal epiphysitis, was substituted. Thus, as 
Mouchet !? remarked, the description by Freiberg ante- 


Fig. 4 (case 2).—April 24, 1937. 


dated by six years that of Kohler relative to an identical 
disease of the metatarsals sometimes known as a second 
Kohler’s disease. 

Vertebral epiphysitis was first described by Scheuer- 
mann? in 1921 and osteochondritis of the vertebral 
body by Calvé '* in 1925. In the same year, Buchman '* 
differentiated vertebral epiphysitis from tuberculosis of 
the spine, to which it bears a similar clinical aspect and 
from which it is distinguished chiefly by its immediate 
and favorable response to treatment. 

In the foregoing brief historical survey, only the 
commoner and more familiar disorders of the epiph- 


7. Calvé, Jacques: Sur une forme particuliére de pseudo-coxalgie 
greffée sur des déformations caractéristiques de l’extrémité superieure 
du bas Rev. de chir. 4 9 

Perthes, G.: U eber “Arthritis deformans juvenilis, Deutsche Ztschr. 
f. Chir, 107: 111-159, 19 

9. L. M.: + = SE of the Growth Centers, Ann. Surg. 
101: “1068 (April) 1935. 

10. W.: Apophysitis of the Os Calcis, New York M. J. 45: 
1025- 1029" ‘1912, 


11. Freiberg, A. H.:_ Infraction of the Second spenetareel Bone, a 

Typical sniery, Surg., Gynec, & Obst. 19; 191-193, 
iaz r 3 : Un cas juvénile de 
l’astragale, Bull. et mém, Soc. nat. de chir. 54: 986-988 (July 14) 1928; 
reported by Albert Mouchet. 
i Kyphosis Dorsalis Juvenilis, Ztschr. f. orthrop. 


14. Calvé, Jacques: Sur une affection particuliére de la colonne verté- 
brale chez l’enfant simulant le mal de Pott: Ostéo-chondrite vertébrale 
infantile, J. de radiol. et d’électro. ®: 22-27 (Jan.) 1925. J. Bone & Joint 

- Buchman, J.: Vertebral Epiphysitis: a Cause of Spinal Deformity, 
J. Bone & Joint Surg. 7: 814 (Oct.) 1925 . 
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yses have been considered. These are, in the approx- 
imate frequency of their occurrence, osteochondritis 
deformans juvenilis coxae, epiphysitis of the tibial 
tubercle, epiphysitis of the tarsal scaphoid, epiphysitis 
of the head of the second metatarsal bone, epiphysitis 
of the vertebra and osteochondritis dissecans. 

However, while it may involve almost any bone, the 
disease occasionally is observed to appear in regions 
which seldom or never exhibit its characteristic lesions. 
Foremost among these usually exempted locations one 
may place the capitellum of the humerus. In fact, a 
meticulous search of the literature on the subject and 
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history were irrelvant. Anteroposterior and lateral roentgeno- 
grams (fig. 1) showed increased subcortical radiability of the 
capitellum, indicating possible early inflammatory change. 
Another roentgenogram (fig. 2), taken Feb. 27, 1931, showed 
the capitellum markedly irregular and definitely fragmented. 
June 1, 1937, a roentgenogram (fig. 3) showed the epiphysis 
solidly united with the diaphysis, There was no roentgeno- 
graphic evidence of old or recent injury or disease. The patient 
had excellent dietetic and hygienic care from birth and received 
no specific treatment, since no radical change in his regimen 
was necessary. Use of the arm was allowed within the limit 
of comfort. The symptoms gradually subsided without com- 
plications or sequelae. The patient is now 15 years old. 


Reported Cases of Epiphysitis and Osteochondritis 


Location or Type 

of Involvement Author Date 
Tibial tubercle 1869 
dissecans 
Epiphysitis Miiller, E.: Ueber die Verbiegung des Schenkel- 1888-1889 
halses im Wachstumsalter; Ein neues Krank- 
heitsbild, Beitr. z. klin. Chir. 4% 134-148, 1888- 


Spine Kiimmell, H.: Ueber traumatische Wirbeler- 189% 
krankung, Deutsche med. Webnschr. 21 : 180, 


Epiphysis of Haglund, Patrik: Ueber Fractur des Epiphys- 1907 
the os calcis enkerns des Caleaneus, nebst allgemeinen Be- 
merkungen tiber einige aihnliche juvenile Knoch- 
engernverletzungen, Arch. f. klin. Chir. S23: 
922-930, 1907 

Haglund, Patrik: Concerning Some Rare but 1908 
Important Surgical Injuries Brought on by 
Violent Exercise, Lancet 2 : 12-15, 1908 

Fingers and toes; Thiemann, H.: Juvenile Epipbysenstérungen, 1900 
epiphysial Fortschr. a. d. Geb. d. Réentgenstrahlen 14: 
disturbance 79-87, 1909 

Epiphysis of Waldenstrém, H.: Der obere tuberkulése Col- 1909 
head of femur lumherd, Ztsebr. f. orthop. Chir. 24: 487- 


Os tibiale 
externum 


512, 1909 
Semilunar bone Kienbéck, R.: Ueber traumatische Malazie des 1910 
(carpal) Mondbeins und ihre Folgenzustande: Entar- 


tungsformen und Kompressionsfrakturen, 
Fortschr. a. d. Geb. d. Réntgenstrahlen, 16: 
77-108, 1910 


Carpal navicular Preiser, G.: Zur Frage der typischen trauma- 1911 
tischen Ernahrungsstérungen der kurzen Hand- 

und Fusswurzelknechen, Fortschr. a. d. Geb. 

d. Réntgenstrahlen 17 : 360-362, 1911 

Fifth meta- Iselin, H.: Wachstumsbeschwerden zur Zeit 1912 
tarsal bone der Zeit der knéchernen Entwiehlung der Tu- 
berositas metatarsi quinti, Deutsche Ztschr. f. 

Chir. 117 3 529-535, 1912 


Loeation or Type 


of Involvement Author Date 
metatarsal bone 


Head of humerus Hass, J.: Ueber die sogenannte Osteochondritis 1921 
deformans, Zentralbl. f. Chir. 48 : 1089-1090, 
1921 


Medial sesamoid Renander, A.: Two Cases of Typical Osteo- 1924-1925 


of the big toe chondropathy of the Middle Sesamoid Bone of 
the First Metatarsal, Acta radio]. 521-527, 
1924-1925 
Pubis Van Neck, M.: Ostéochondrite du pubis, Arch. 1924 
franco-belges de chir. 27 : 238-240 (March) 1924 
Clavicle Friedrich, H.: Ueber ein noch nicht besehrie- 1924 
benes, der Perthesschen Erkrankung analoges, 
Krankheitsbild des sternalen Clavikelendas, 
Deutsche Ztschr. f Chir, 187 : 385-398, 1924 
Ischiopubic Valtancoli, G.: Osteocondrite ischio-pubiea, 1925 
junction Chir. d. org. di movimento 9 : 281-287 (March) 
1925 


Lewin, P.: Osteochondritis Deformans Juve- 1997 
nilis of the Shoulder Joint, J. Bone & Joint 
Surg. 9: 456-457 (July) 1927 


Heads of the . Mauclaire, P.: Epiphysite des tétes métacarpi- 1927 
metacarpal bones ennes avec main un peu creuse, Bull. et mém. 
Soc. nat. de chir. 533 1377 (Dee. 17) 1927 


Shoulder joint 


humeri 

Symphysis pubis Peirson, E. L.: Osteochondritis of the Sym- 1929 
physis Pubis, Surg., Gynec. & Obst. 49: 
834-838 (Dec.) 1929 

Metatarsal Mouchet, Albert: Metatarsal Epiphysitis, J. 1929 

epiphysitis Bone & Joint Surg. 11 : 87-93 (Jan.) 1929 

First meta- Wagner, Aage: Isolated Aseptic Necrosis in 1930 


Epiphysis of First Metatarsal Bone, Acta. 
radiol, 11% 80-87, 1930 


Lower ulnar Burns, B,. H.: Osteochondritis Juvenilis of the 1931 
epiphysis Lower Ulnar Epiphysis, Proc. Roy. Soc 
24 :912 (May) 1931 


Pseudometatar- Burman, M. S8.: Epiphyses of Proxima! or 1938 
sal epiphysis Pseudometatarsal Epiphyses of Foot; Report 
(proximal) 2d, 3d of Case, J. Bone & Joint Surg. 15: 538-540 

and 4th meta- (April) 1933 

tarsal bones 


tarsal bone 


extensive inquiry in person and by correspondence have 
elicited references to only four instances in which the 
capitellar epiphysis of the humerus was affected. 

The first of these cases was contributed by Panner ** 
in 1927; Krebs also reported a case in 1927, and 
Smith ** contributed a third case in 1928. I am indebted 
to Dr. Thomas A. Groover for the privilege of report- 
ing the fourth case, hitherto unreported : 

A boy aged 8 when first seen, Nov. 24, 1930, comenudaal of 
slight pain and limitation of motion in the right elbow, There 
was no account of an injury. The family and the personal 


16. Panner, H. J.: An Affection of the Capitulum Humeri Resembling 
Calvé-Perthes’ Disease of the Hip, Acta radiol. 8: 617-619, 1927, 

. Smith, L. A.: Epiphysitis of Adolescents we spenel Reference to 
Etiology, Am. iy. Roentgenol, 22: 127-137 (Aug.) 1 


To these unique cases is added a fifth, lately encoun- 
tered in my own practice: 


A boy aged 8, seen first April 24, 1937, had a history of a 
slight injury sustained several days previously. The chief 
complaint was pain in the left elbow with limitation of motion. 
A roentgenogram (fig. 4) revealed an intact cortex and a 
marked increase in subcortical radiability. October 9 a second 
roentgenogram (fig. 5) showed fragmentation, with a definite 
break in the continuity of the cortex. Roentgen study April 24, 
1938, showed the capitellum markedly fragmented (fig. 6). 
This patient has received no specific therapy, since his hygienic 
and dietetic regimen is satisfactory, and no modifications have 
been deemed requisite. 


The accompanying table is believed to be complete 
and gives the site of involvement, the name of the 


1889 
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physician who described or reported the case and the 
date. The use of proper names in connection with this 
condition is believed to be nonscientific and nondescrip- 
tive and serves no useful purpose. 

1726 Eye Street, Northwest. 


ABSTRACT OF DISCUSSION 


Dr. Cart H. Parker, Pasadena, Calif.: I want to add 


one point to the discussion of this interesting condition. 
Recently I had the opportunity of studying an epiphysitis of 
the base of the first phalanx of the great toe. I found it in 
the acute stage, because the patient had stepped on a nail 
which penetrated the sole of the foot in that region and it 
was a question whether the condition was an infection or an 
It proved to be an epiphysitis. 


epiphysitis. In talking with 


Fig. 5 (case 2).—Oct. 9, 1937. 


the patient I found that she had had symptoms of Osgood- 
Schlatter disease. A roentgenogram of her knee showed typi- 
cal Osgood-Schlatter disease on one side. Further study of 
the patient disclosed that she had an epiphysitis of the tuber- 
osity of the ischium. The condition was bilateral. There 
were typical changes though the patient had been entirely 
without symptoms in this region. In these cases it may be 


Fig. 6 (case 2).—April 24, 1938. 


worth while to make a survey to find instances of multiple 
epiphysitis, which are not often reported because many of 
them are symptomless. 

Dr. JoHN Pierson, Baltimore: Hypothyroidism is a con- 
dition which should always be considered in a discussion of 
the multiple bone lesions which have just been described. 
This disease frequently produces a granular appearance in one 
or more epiphyses, which changes may closely simulate those 
produced by epiphysitis or osteochondritis dissecans. 


KYMOGRAPHY—SCOTT ET AL. A 


PHYSIOLOGIC MOVEMENTS OF THE 
GASTROINTESTINAL TRACT 


AS RECORDED BY THE ROENTGEN KYMOGRAPH 


WENDELL G. SCOTT, M.D. 
BRUCE KENAMORE, M.D. 
AND 
J. W. LARIMORE, M.D. 
ST. LOUIS 


Roentgen kymography has been accepted as a diag- 
nostic method in the clinical study of heart disease. 
The procedure was later applied to the study of the 
peristaltic movements of the stomach, duodenum, small 
intestine and colon by Stumpf, Weber and Weltz,’ 
Schilling," Dahm? and Weltz.* Our purpose in this 
paper is to report and in general to confirm their obser- 
vations. In doing this we have borrowed freely from 
their publications and personal communications. 

The principles and technic of roentgen kymography 
must be clearly understood in order to interpret the 
films, or kymograms, as they are called. The multiple 
slit kymograph is the achievement of Pleikart Stumpf, 
who introduced it in 1928 * and perfected it by 1931.5 
The apparatus is relatively simple and commercially 
available (fig. 1). The essential part is the grid, which 
is made of a large sheet of lead one-sixteenth inch thick. 
Narrow, horizontal slits are cut in the grid 12 mm. 
apart. The opening in each slit is 0.35 mm. wide. The 
patient stands with the abdomen against the grid during 
a single, continuous exposure of one minute for record- 
ing the movements of the stomach, thirty seconds for 
those of the duodenum and six minutes for those of 
the colon. During the exposure the x-ray film moves 
slowly down behind the fixed grid. It moves a distance 
slightly less than the space between two slits, actually 
11.5 mm. By this method the movements, or changes 
in position, of multiple points on the border of the 
stomach or intestine are recorded simultaneously on the 
x-ray film as it is moving down behind the grid. The 
points on the stomach, the change in the position of 
which with peristalsis is recorded, are those which over- 
lie the slits in the grid. Thus each frame (the space 
between two white lines on the kymogram) is the record 
of the excursion of one point at the edge of the stomach 
as it changes position during the passage of a peristaltic 
wave. The rapid movements of the stomach are 
recorded as horizontal or oblique lines, while slow 
movements are recorded as rounded curves. Areas 
without movement are recorded as straight perpendicu- 
lar lines. The width of the slits, their space apart, the 
time of exposure, the movement of the film or grid and 
other technical factors vary among roentgenologists. 


From the Edward samochredt Institute of Radiology, Washington 
University School of Medic 

Read before the Section | od Gastro-Enterology and Proctology at the 
Eighty-Ninth Annual Session of the American Medical Association, San 
Francisco, June 15, 

1. Stumpf, Pleikart; "Weber, H. H., and Weltz, G. A.: Réntgen- 
kymographische Bewegungslehre innerer Organe, Leipzig, Georg Thieme, 
1936, pp. 420-475. 

la. Schilling, K.: Ueber die Kymographie des Magens, Fortschr. a. d. 
Geb. d.. Réntgenstrahlen 50: 30-36 (July) 1934. 

Dahm, Max, in Stumpf, Weber and Weltz: pp. 397-420. 

3. Weltz, G. A.: Bewegungen des menschlichen Magen-Darm-Kanals 
im Flachenkymogramm, presented at the fifth International Congress of 
Radiology, September 1937, Chicago. 

4. Stumpf, Pleikart: Die ‘er erg des Schlagenden Herzens 
Fortschr. a. d. Geb. d. Rontgenstrahlen 38: 1055-1067 

1928 


5. Stumpf, Pleikart: 


Das roéntgenographische Bewegungsbild und 
seine Anwendung (Flachenkymographie und 


ymoscopie), Fortschr. a. d. 
Geb. d. Réntgenstrahlen 44: 413 ( -) 1931, 
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The time of occurrence of movements at different 
parts of the stomach, intestine or esophagus is readily 
determined, as all movements that are an equal dis- 
tance above a white line at the bottom of a frame are 
recorded at the same instant. For a more detailed 


Fig. 1.—Diagram of sige kymograph: The patient stands next to 
the grid and during a single continuous x-ray exposure of one minute for 
gastric tilms gto secon ; for small intestine and six minutes for colon) 
P +4 film slowl an’) moves down behind the fixed grid a distance slightly less 

han the between two slits. The roentgen kymograph records 
p= me the movements of multiple points on the border of the 
stomach. These points are the small areas on the gastric silhouette that 
overlie the slits. Thus the alterations in gastric form resulting from 
peristaltic activity are recorded in wave rame is then a 
record of the change in position of one of these small areas during the 
passage of a peristaltic wave. 


description of the technic and principles of kymography, 
the reader is referred to the publications of Scott and 
his associates ° and that of Hirsch.’ 


ESOPHAGUS 
The movements of the esophagus have been studied 
most extensively by Dahm.* The esophagus is con- 
stantly moved by the transmitted pulsations from the 
heart and great vessels. These movements can be 
recorded in detail on a kymogram made while the 
patient swallows a contrast meal. By analyzing the 
shape and size of the imparted esophageal movements 
it is possible to determine the position of the great 
vessels and cardiac chambers that form the posterior 
portion of the cardiac silhouette. For example, that 
portion of the esophagus which is in contact with the 
aorta will have transmitted aortic movements registered 
over its border. That part of the esophagus immediately 
adjacent to the auricle will have auricular movements, 
and the lower portion, which is in contact with the 
ventricle, will exhibit ventricular movements. Such 
kymograms are called esophageal cardiograms. 

In studying the peristaltic movements of the esopha- 
gus, Dahm * measured the speed of progression of peri- 


6. W. G., and are, Sherwood: Roentgen Kymography: Its 
Clinical — oy ote gical Value in the Study of Heart Disease, Ann. 
Int. Med. 10: 306-329 (Sept.) 1936; Roentgen Kymography in igmere 

M. A. 107; 1951- 1954 awd ba 1936. Scott, W. G.; 
Moore, Sherwood, and McCordock, H. A.: Roentgen K ymographic Studies 
of Cardiac Conditions, Radiology 28: 196-210 (Feb) 1937, Scott, W. G., 
and Moore, Sherw oentgen Kymogr es of Aneurysms and 
io Tumors, Am. J. Roentgenol. 40:1 172 (Aug.) 1938. 
. Hirsch, S.: The Recording of Cardiac Sl and Sounds 
by the Roentgen Ray (Ky phy), Radiology 22: 403- 
432. ril) fo34: 23: 720. 737 ‘1934. 
ahm, Max: Die Be ewegungen des O6csop im Réntgenbild, 
a. d. Geb. d. Réntgenstrablen 43: 1931. 
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staltic waves. He found that fluids descended more 
rapidly than a peristaltic wave could pass duwn the 
esophagus. A solid bolus of food was aided in its 
passage by the peristaltic movements. Pastes descended 
at the rate of about 13 cm. in three minutes and peri- 
staltic waves at about 5 cm. in three minutes. Fluids 
descended at the rate of 15.6 cm. in three minutes.’ 
The tonus of the esophagus determines the shape and 
form of the food bolus. The kymogram is ideal for 
recording the degree of tonus and peristaltic activity of 
the esophagus by an objective picture. For this reason 
it may be used to follow the improvement following 
treatment of cardiospasm and achalasia. It has been 
used to record the movements of swallowing and the 
antiperistaltic movements which occur in stenosis of the 
esophagus resulting from various causes.® 


STOMACH 

The peristaltic waves vary from person to person and 
in the same person at different times. They are influ- 
enced by the type and consistency of foods, by the state 
of health, by acidity and by psychic phenomena. As 
a rule the movements are the same under the same 
physiologic conditions. Because of the wide variations 
in the normal gastric movements, it is more difficult to 
recognize abnormal motion from the gastric kymogram 
than from the cardiac kymogram. It is a basic kymo- 
graphic principle that only pathologic lesions that alter 
the physiologic movements of an organ or structure will 
record kymographic waves varying from the normal. 
The kymographic studies of the stomach should not be 


Fig. 2.—Roentgen kymogram of a partially filled normal stomach to 
demonstrate the movements of the rugae. They are best visualized in 
frames 1 to 4. The rugae move at the same time and proceed in the 
same direction as those of the walls of the stomach. In this frontal 
projection the amplitude of rugae movement is least in the central portion 
of the stormach and most near the periphery. With the passage of a 
peristaltic wave the space between the folds of mucous membrane becomes 
less and the folds narrower. Only the large waves on the border of the 
stomach are peristaltic waves. The small serrations are the result of the 
respiratory movements of the diaphragm. 


undertaken alone but should be part of the general 
roentgenologic investigation. The kymograms are 
simply a detailed photographic record of the movements 
transiently observed on the fluoroscopic screen. 


Dahm, Max: Zur Frage einer Antiperistaltik bei Stenosen der 
Klin. Wchnschr. 17: 347-350 (March) 1938. 
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The stomach is loosely connected with its surround- 
ings and is affected by extrinsic as well as powerful 
intrinsic movements. Stumpf® classified them as 
follows: 

Passive movements of the stomach: 

(a) Respiratory movements due to excursion of the dia- 
phragm. 

(b) Transmitted pulsations from the heart and aorta. 

(c) Changes due to alteration of intra-abdominal pressure. 

(d) Alterations produced by posture. 

(ec) Movements imparted by adjacent viscera, such as the 
colon. 

Active movements of the stomach: 

(a) Intrinsic movements of the rugae. 

(b) Circular peristaltic movements. 


By employing the technical factors aforementioned, 
all the passive movements of the stomach except those 
of respiration are eliminated from the kymogram, and 
only the intrinsic movements are recorded (fig. 2). 

To avoid misunderstanding, certain terms should be 
defined. Tonus is defined as the resting length of the 
muscle fibers. Peristalsis is a special form of con- 
tractile wave, which maintains the same width as it 
progresses across an organ in a definite direction. 
Spasms are contractions in the stomach or intestine 
which do not progress. 

Movements of the Rugae.—The movements of the 
rugae are best demonstrated with small amounts of a 
relatively thick mixture of barium in the stomach. - The 
films may be taken with the patient erect, prone or in 
each position, depending on the adaptability of the appa- 


Analysis of 
The 


Fig. 3.—Roentgen kymogram of a filled normal stomach. 
this kymogram is primarily for the study of peristaltic activity. 
peristaltic waves in the fundus of the stomach are flat and of small 
amplitude, while those of the pyloric region are deeper, narrower and more 


Peristaltic waves average from 2.2 to 3.8 waves per minute. 


The speed of 


powerful. 
A peristaltic wave lasts from fifteen to thirty seconds. 
pgogression of a wave averages about 25 cm. per minute. 


ratus. Forssell’s so-called autoplastic movements of the 
rugae, which he described as being independent of the 
muscular walls, have not i *en recognized. It is prob- 
able that such movements occur over a longer period 
than one minute and for this reason are not recorded. 


9. Stumpf, Pleikart: Zehn Vorlesungen itiber Kymographie, Leipzig, 
Georg Thieme, 1937, pp. 75-100. 
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The only movements of the rugae that are shown kymo- 
graphically are those which are dependent on the move- 
ments of the whole stomach. These movements occur 
at the same time and proceed in the same direction as 
those of the walls of the stomach. In the frontal pro- 
jection the rugae in the middle segment move less from 


_ Fig. 4.—-Roentgen kymogram of stomach involved with extensive car- 
cinoma. Note the complete lack of peristaltic activity in the area invaded 
by the carcinoma. The inset is a conventional roentgenogram. 


left to right. However, these may move more from 
front to back (fig. 2). The width of the rugae changes 
with the passing of a peristaltic wave. At the level of 
contraction the folds of mucous membrane become nar- 
rower and the intervening space between the folds dis- 
appears. The movement is similar to that of the folds 
in an accordion. Kymograms of the rugae are helpful 
only in the diagnosis of hypertrophic gastritis. 

Movements of the Completely Filled Stomach.—In 
the stomach filled with the barium meal the kymographic 
study is primarily that of the peristaltic activity. In 
general the waves in the fundus of the stomach are 
flatter and in the pyloric region deeper and narrower, 
indicating that the peristalsis is more vigorcus and 
rapid. The curves of movement in general are more 
rounded on the greater curvature than on the lesser 
(fig. 3). 

Peristalsis is analyzed on the basis of the following 
factors: amplitude, frequency, wavelength, speed of 
progression and tonus. The numerical values for these 
factors are those obtained by Stumpf? after analyzing 
100 normal stomachs. We determined these values on 
twenty-five kymograms of normal stomachs and found 
them within the limits set by Stumpf. 

1. Amplitude is the depth of the peristaltic wave. 
It is obtained on the kymogram by measuring the dis- 
tance from the peak to the trough of a wave. It varies 
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with the degree of tonus and with different locations 
in the stomach. In the fundus on the larger curvature 
the amplitude varies from 5 to 10 mm. and on the small 
curvature from 3 to 5 mm. In the pyloric region it 
varies from 15 to 20 mm. 

2. Frequency is the rate of recurrence of peristaltic 
waves at the same place. It is read from the kymogram 
by counting the number of peaks in each frame. Since 
the kymogram was exposed for a minute, the number 
of these peaks is the frequency per minute. It averages 
from 2.2 to 3.8 waves per minute, which corresponds 
to a duration in time of about fifteen to thirty seconds. 
3. Wavelength is the distance on the border of the 
stomach between two peristaltic waves at the same 
phase. It is recognized on the kymogram by noting the 
frames in which the waves are in a similar position. It 
varies between 6 and 10 cm. 

4. Speed of progression is the rate at which the peri- 
staltic wave passes through the stomach. It is calculated 
by multiplying the wavelength by the frequency. On 
the larger curvature it varies from 15 to 40 cm. per 
minute, with an average value of about 25 cm. per 
minute. These figures correspond to those previously 
obtained by Kastle. 

5. The effects of tonus on peristaltic activity were 
shown in the early works of Cannon.'® He noted 
that peristalsis was initiated by the simple stimulus 
of stretching the muscle fibers. Stumpf demonstrated 
this by making kymograms of the patient in the supine 
position with the radiographic table tilted to make the 
head lowermost. In this position the upper part of 
the stomach is distended, and peristalsis begins in the 
cardia. When the patient is in a standing position, 
peristalsis usually begins in the upper part of the fundus 
at the greater curvature. Weltz" from kymographic 
studies found that an increase of the tonus augments 
peristalsis. With a marked fall in tonus the peristalsis 
disappears. The amplitude of a wave is determined by 
the tonus. He expressed the opinion that tonus is the 
primary factor and tends to govern all active move- 
ments of the stomach. 

Emptying of the Stomach.—Kymographic studies 
favor Alvarez’s !* idea, that the emptying of the stom- 
ach is primarily caused by reflex changes at the pylorus 
which are dependent on peristalsis. The kymograms 
show that the pylorus opens only at a definite position 
on the peristaltic wave but not every time this position 
is reached on every peristaltic wave. Every second or 
third peristaltic wave normally transports chyme into 
the duodenum. Pyloric opening depends also on fluc- 
tuations in tonus, as Stumpf and his associates * have 
noted duodenal filling with an increase in tonus alone 
and again with peristalsis without variation in tonus. 
The emptying process is complicated and cannot be 
explained as a purely mechanical phenomenon. Cer- 
tain unrecognized reflexes within the musculature must 
participate in the regulation of emptying. 

Normal Duodenum.—The movements of the duo- 
denum are much faster than those of the stomach, indi- 
cating a quick passage of the opaque meal. The 
movements of the duodenum are as varied as its shape 
and position. Stumpf and his co-workers have classi- 


10. Cannon, W. B.: The Movements of the Stomach Studied by Means 
of the Roentgen Rays, Am. J. Physiol. 1: 359, 1898; The Movements of 
the Intestines Studied by Means of the Roentgen Rays, ibid. @: 251, 1902. 

11. Weltz, G. A.: eue Beobachtungen tiber Bewegungen im Magen- 
Darmkanal, Fortschr. a. d. Geb. d. Réntgenstrahlen. 54: 628 (Dec.) 


12. Alvarez, W. C.: The Mechanics of the Digestive Tract, ed. 2, 
New York, Paul B. Hoeber, 1929, p. 202. 
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fied the various ways in which the duodenum fills, but 
their clinical application is not apparent at this time 
and will therefore not be discussed. 

Gastritis. — Gutzeit described the gastroscopic 
appearance of the rugae in hypertrophic gastritis as 
thickened and irregular, with superimposed areas of 
granulation and minute ulcerations. The rugae are 
rigid and their movements are suppressed. These 
changes are the result of edema and infiltration of the 
tissues. The chief kymographic signs of gastritis 
include a decrease in the mobility of the rugae and the 
failure of the folds to narrow and widen during the 
passage of a peristaltic wave. With the stomach com- 
pletely filled, the peristaltic waves are frequently 
increased in amplitude and speed. These changes are 
considered to be the result of mucosal irritation. 
Stumpf expressed the belief that the kymographic films 
are of practical value in the diagnosis of hypertrophic 
gastritis. From our meager experience they seem 
promising. 

In persons with atrophic gastritis it is difficult to 
follow the movements of the folds of mucous mem- 
brane, as they are smaller and thinner than in normal 
persons, and kymography offers little help in the 
diagnosis. 

Gastric Ulcer—The roentgenologic diagnosis of 
gastric ulcer has been established by a large number 
of workers and is based on the detection of niches, 
filling defects, spasm, absence of motion, fixation and 
local tenderness on pressure of the affected segment. 
The kymographic picture is not of diagnostic value but 
is interesting from the point of view of pathologic 
movement. In the kymogram the area of the ulcer is 
without active peristalsis but is affected passively by 
the movements of the adjacent portion of the stomach. 
The niche of the ulcer is seen to fill gradually as the 
tonus of the stomach is increased during the passage of 
a peristaltic wave. Stumpf has observed that the peri- 
staltic waves in the portion of the stomach distal to 
the ulcer may be deep and forceful, while above the 
area of the ulcer retrograde peristalsis is present. The 
peristaltic wave is usually increased in speed and is 
smaller on the portion of the greater curvature opposite 
the ulcer. 

In some instances, alterations in the peristaltic motion 
give rise to clinical symptoms. Deep, turbulent peri- 
staltic waves may give rise to cramplike epigastric pains. 
In retrograde peristalsis there may be regurgitation, 
nausea or absence of symptoms. A deepening of the 
peristaltic wave in the normal direction usually does 
not cause subjective symptoms. Rapid changes in the 
type of peristaltic motion usually give rise to various 
subjective changes. From kymographic films Stump f% 
has often been able to predict the presence of pain by 
observing the character of the peristaltic waves and 
alterations in gastric tonus. 

Gastric ulcers which have disappeared as the result 
of healing do not exhibit abnormalities of movement. 

Ulcer of the Duodenum.—Small niches can now 
escape observation even if the 6 mm. grid, which is 
best adapted for the study of duodenal ulcer, is used. 
The movements of large ulcers in the duodenum are 
passive, similar to those of gastric ulcer. The films 
are usually exposed for about twenty seconds. The 
movements of the duodenum are so complex at the 


13. Gutzeit, Kurt: Die Gastroskopie im Rahmen der klinischen 
Magendiagnostik, Ergebn. d. inn. Med. u. Kinderh. 35: 1-97, 1929. 
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area of radiologic investigation and the area is so small, 
that the organ is not well suited for kymographic work. 

Carcinoma of the Stomach—The_ roentgenologic 
characteristics of carcinomatous infiltration have been 
established as consisting of filling defects, damage to 
the rugous pattern, rigidity of the gastric wall and 
absence of peristalsis. Most of these factors are clearly 
portrayed in the kymogram. Small tumors projecting 
into the lumen, which are well demonstrated in the 
conventional roentgenogram, usually do not influence 
the movements of the stomach. If a wall of the stom- 
ach is invaded, an area without regular movements, 
which is passively moved, appears in the kymogram. 

There may be adequate peristaltic movement above 
the carcinoma, or distal to the infiltrative lesion the 
movement can be of a different type. Cramer ** stated 
that the kymogram should not be avoided in the diag- 
nosis of carcinoma because the lack of action in this 
area is an indication of the extent of carcinomatous 
infiltration, and therefore it is of value in determining 
the operability (fig. 4 

There is often no continuation of peristalsis beyond 
the defect. One has the impression of two different 
types of peristalsis, one on each side of the zone of 
infiltration. This is probably due to an infiltration of 
a sufficient area of the stomach muscle so that conduc- 
tion in the muscle fibers is interrupted. 

Even Stumpf stated that the differentiation of 
benign polyposis or mucosal growths in small super- 
ficial tumors cannot be recognized, as the kymograms 
appear similar to those of normal stomachs. It was 
a hope that kymography would be a factor in the 
diagnosis of early carcinoma and of early infiltration 
lesions, but this hope has not been realized. 


SMALL INTESTINE 


Weltz ** analyzed the movements of the small intes- 
tine by the kymographic method and was able to demon- 
strate (1) the already accepted “segmenting” movement 
which divides the food column into segments without 
onward propulsion, supposedly a mixing or churning 
process, (2) the common peristaltic waves, which are 
largely responsible for propelling the chyme onward, 
and (3) a previously unrecognized movement which 
he terms the “advancing movement through sectional 
contraction.” A segment of the small intestine about 
one handbreadth wide contracts and squeezes its con- 
tents into the adjacent section of the intestine which is 
hypotonic. This movement is a localized contraction 
and does not progress down the intestine like a peri- 
staltic wave. The “advancing segmental movement” 
is usually observed when large quantities of material 
enter the small intestine rather quickly. 


COLON 


The movements of the colon have been recorded on 
kymograms by Weltz'® and Stumpf.'* Colonic move- 
ments which advance the food column occur infre- 
quently, approximately three times in twelve hours. 
This peristaltic activity recorded in cases of colonic 
obstruction is somewhat similar to that seen in the 
stomach. The individual peristaltic movements in the 
colon were deep, concentric waves lasting from seven 


14. Cramer, H., in IV. Internationales Radioclogenkongress Zirich 
wet Leipzig, Georg Thieme, 1934. 
Stumpf, Pleikart: Die Flachenkymographie im Dienste der Krebs- 
aes Magens, f. Krebsbekampf. 4: 1-11 (Jan.) 1936. 
16. Weltz (footnotes 3 an 
17. Stumpf, P.: Roentgen | OO as a Diagnostic Aid, Radiology 
BA: 391- 307 (Oct.) 1938. 
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to eight minutes, which is about twenty times slower 
than gastric peristalsis. The very slow and gradual 
course of these movements, visible only on kymograms 
exposed six minutes, is obviously the reason why they 
have not been previously observed during fluoroscopic 
examinations. 

The work of Weltz and Stumpf also demonstrated 
that the haustra of the colon undergo a fairly constant, 
fluttering type of motion as though they were attempt- 
ing to mold their contents. 

Both the peristaltic contractions and the feeble move- 
ments of the haustra are clearly demonstrated in their 
motion picture films made by photographing the image 
obtained by placing the kymogram in the kymoscope."* 


CONCLUSIONS 

1. Roentgen kymography is a practical method for 
studying the movements of the gastrointestinal tract. 

2. The procedure offers a method for recording the 
details of peristaltic movement in both normal and 
pathologic stomachs, intestines and colons. 

3. Kymography has stimulated an interest in the 
study of physiologic movements which may lead to a 
better understanding of functional disorders of the 
gastrointestinal tract. 

4. Kymography is helpful in the diagnosis of gastritis 
but at this state of development is only of confirmatory 
value in the diagnosis of gastric ulcer, gastric cancer 
and zones of infiltration in the wall of the stomach 
such as syphilis. 


ABSTRACT OF DISCUSSION 

Dr. Cuartes F. Dupen, St. Louis: There is a great deal 
to say about any new concept of any physiologic system. This 
has been brought more clearly before the members by Dr. Scott 
and his co-workers, probably, than in any of the previous 
published reports, which they have referred to adequately. 
The procedure is new in the realm of gastrointestinal study. 
It has been fairly well accepted, standardized and used diag- 
nostically in the study of cardiograms and cardiokymograms, 
but it has not been applied, of course, to anything more than 
physiologic study in gastrointestinal work. On two or three 
occasions certain physiologic concepts have been verified by 
this particular method, The esophageal contractual waves, for 
instance, of solid boluses of food have been shown to travel 
approximately 5 or 6 cm. in three seconds, and contractual 
waves of liquids have been shown to amount to from 13 to 
15 cm. per second. The ordinary contractual waves of the 
stomach have been shown to travel two or three peristaltic 
waves per minute, traversing the stomach in from twenty to 
twenty-five second cycles. It has also been shown here how 
stretching muscle fibers initiates peristaltic waves. This pro- 
cedure prohably can be referred to as photographic fluoros- 
copy, in which records are made of fluoroscopic items of the 
intestinal tract. It certainly offers a great field for checking 
previous physiologic concepts of the intestinal tract and per- 
haps for advancing certain elements of physiology of the 
digestive tract. It can be applied to diagnostic methods in 
only a supplementary way, however, because from this appli- 
cation or from these studies only the movements of the intes- 
tinal tract can be gaged. Nothing can be told of secretions 
and other things that are vitally important for diagnostic 
work, but it appears to me that early lesions of the intestinal 
tract which may not be seen by the naked eye in fluoroscopic 
manipulations can be demonstrated on kymographic films and 
the information be of great value. I say it is supplementary. 
Time will tell. Something has been seen here this morning 
that may lead in future years to further diagnostic and physio- 
logic studies of the intestinal canal. 


18. Scott 


, W. G., and Moore, Sherwood: The Construction of Roent- 
genkymographs and Kymoscopes, Radiology 26: 
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A METHOD FOR RECOGNITION OF 
BLOOD SUBGROUPS A, AND A, 


~AS A MEANS OF AVOIDING TRANS- 
FUSION REACTIONS 


ISRAEL DAVIDSOHN, M.D. 
CHICAGO 


It has been recognized for some time that the selec- 
tion of donors for blood transfusions according to the 
recognized rules for typing and cross matching of blood 
does not always assure transfusions without mild, 
moderate or even severe and fatal reactions, although 
the surgical procedure was beyond reproach. 

Such unexplained reactions are frequent, much more 
frequent than the reports in the literature would indi- 
cate. They brought about an attitude of defeatism in 
surgeons who take it for granted that some reactions 
cannot be avoided and who accept that state of affairs 
as a necessary evil. This is particularly true with 
regard to reactions that are of only slight or moderate 
severity. 

It is not feasible to review the very large number of 
contributions dealing with transfusion reactions. Only 
the more recent ones and only those with sufficient data 
concerning the blood groups will be referred to. 
Recently de Gowin * analyzed carefully eight fatal reac- 
tions in a series of 3,500 blood transfusions. Several 
references will be made to his case reports. 

My purpose in this paper is twofold: (1) to consider 
the significance of the subdivisions of blood groups 
A and AB, so-called subgroups A,, A,, A,B and A,B, 
as a possible cause of transfusion reactions and (2) to 
suggest a simple and practical method for the rapid 
recognition of these subgroups. 

What is the evidence that subgroups A,, A,, A,B and 
A,B may cause transfusion reactions? I will attempt 
to show that they may be responsible for reactions for 
one of two reasons: (1) because there is evidence that 
they may not be compatible and (2) because with the 
usual methods subgroups A, and A,B may not be recog- 
nized and may easily be mistaken for other blood 
groups. 

SIGNIFICANCE OF THE SUBDIVISIONS 
Reactions of varying severity and even fatal ones 
have been reported when a donor of the same blood 
group as that of the patient was used and the typing 
and in some cases also the cross matching was done 
with care and according to all known rules. In some 
cases the tests were verified after the transfusion in 
an effort to find an explanation for the reaction. In 
some, errors were found in the grouping, most fre- 
quently due to the use of weak typing serums ; in some, 
various other causes were disclosed and in others the 
reactions remained a mystery. A careful analysis of 
some reports fixes the responsibility on the disregard 
of the role of subgroups. 

Statistical data suggest that, in blood transfusions 
with donors and recipients of the same blood group, 
reactions are particularly frequent when both are of 


From the pathologic laboratories of the Mount Sinai Hospital. 
Because of lack of space, this article is abbreviated here. The complete 
article appears in the author’s reprints. 

Read before the Section on Pathology and Physiology at the Eighty- 
Ninth Annual Session of the American Medical Association, San 


16, 1938, 
. de Gow E. L.: e Sequelae of Blood Transfusions, Ann, 
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group A.? One writer * even suggested that it is safer 
to use a universal donor for a patient of group A 
than to use a donor of group A. Ruedel* reported 
thirty-four transfusion reactions. In twenty-one of 
them blood group A or AB was involved. In thirteen 
the donor and recipient belonged to the same group, 
A in six cases and AB in one. 

De Gowin ' observed in his series of eight fatal reac- 
tions three deaths in patients of group A given a trans- 
fusion with blood of the same group and in a series of 
sixteen reactions five moderate or severe reactions with 
the blood in the same combination. 

It could be argued that the large number of reac- 
tions involving group A is explained by its statistical 
frequency. This is admittedly a potent argument and 
it deserves serious consideration. On the other hand 
there is urgent need for more studies of the kind 
reported by Blinow,? who analyzed the subgroups in 
thirty-two transfusions of blood A to recipients of the 
same group. He noted five mild or moderate reactions 
in twenty-one transfusions when the subgroups of the 
donor and recipient were identical and nine more severe 
reactions in eleven transfusions, in two of which blood 
A, was given to an A, recipient and in nine of which 
blood A, was given to an A, recipient. 

In several of his cases recipients of group A, were 
given on one or more occasions blood of the identical 
subgroup without any reaction, while administration of 
blood of subgroup A, was followed regularly by reac- 
tions of varying severity. 

The importance of a consideration of subgroups is 
borne out by the case reports of de Gowin.' Patient 
6, of group A, received five blood transfusions with 
blood of the same type but from different donors. 
Three were followed by severe reactions and two were 
free from reactions. In patient 13, two transfusions 
with blood of type A produced severe reactions, while 
a third transfusion, given between the two, was innocu- 
ous. Here too a different donor was used each time. 

From the references mentioned and from many 
others, some of which will be cited later, it seems 
reasonable to assume that subgroups A, and A, as well 
as A,B and A,B are not always compatible with one 
another. 

What are these subgroups A,, A,, A,B and A,B? 

As early as ten years after Landsteiner’s discovery 
of the blood groups, von Dungern and Hirschfeld ® 
found that blood group A is not homogeneous. They 
absorbed the serum of a person of blood group B with 
the red cells of a person of blood group A and noted 
that the absorbed serum was able to clump the red 
blood cells of the majority of persons of group A, 
although it failed to clump the cells of some. This 
observation was confirmed repeatedly, and it led to the 
division of group A into two subgroups, A, and A,, 
and of group AB into A,B and A,B. These subgroups 
differ in their ability to clump when mixed with a stand- 
ard anti-A serum from a person of group B or of group 
©. The red blood cells of subgroup A, and A,B clump 
much more readily and intensely than do the red cells 
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of subgroups A, and A,B, which may not clump at all 
if the agglutinating serum is of a low titer. The failure 
of red cells of subgroup A, to clump is not infrequent, 
because serums with high titers of iso-agglutinins are 
quite rare. Of all A bloods, about 80 per cent belong 
to subgroup A, and about 20 per cent to subgroup A,. 
Subgroup A,B seems to be more frequent in proportion 
to subgroup A,B than is subgroup A, in proportion to 
subgroup A,. There are considerable ethnic differences 
in the incidence of the subgroups. 

There are two opinions at present concerning the 
nature of the difference between subgroups A, and A,,. 
Some writers maintain that the difference is qualita- 
tive,” and they support their theory by the finding of 
agglutinin a, in subgroups A, and A,B and of agglu- 
tinin a, in subgroups A, and A,B. Agglutinin a, 
clumps the cells of subgroups A, and A,B. It occurs 
often, particularly in subgroup A,B. It reacts best at 
low temperatures, but in some cases it works also at 
room temperature and occasionally even at body tem- 
perature. 

Blinow ? found in nineteen serums of subgroup A, 
seven with a well developed titer and six with a low 
titer of agglutinin a,. In seventeen serums of group 
A.B the incidence was higher, nine with strong and 
three with weak agglutinins a,. 

Agglutinin a, is very rare. It seems to be of an 
entirely different nature from a, because it clumps red 
cells of group O in addition to those of subgroup A, 
and the agglutination of cells is usually more pronounced 
in group © than in subgroup A,. 

The concept that subgroups A, and A, differ qualita- 
tively is opposed by those writers‘ who say that the 
difference is merely quantitative, manifested by a lower 
avidity of cells in subgroup A, for the iso-agglutinating 
serum. That view is supported by the finding that cells 
in subgroup A, are able to remove all agglutinins from 
an anti-A serum, but their quantity must be larger and 
the process of absorption may have to be repeated.* 

On theoretical grounds the use of a donor of sub- 
group A, for a recipient of subgroup A, should be more 
dangerous than the reverse procedure, because, as will 
be shown later, persons of subgroup A, are more liable 
to have iso-agglutinins a, against red cells of subgroup 
A, and because reactions between the serum of the 
recipient and the red cells of the donor are most dan- 
gerous. In the combination of a donor of subgroup 
A, and a recipient of subgroup A, the danger exists 
too, but it is smaller because iso-agglutinin a,, which 
reacts with red cells of subgroup A,, is much less com- 
mou in subgroup A, than iso-agglutinin a, in sub- 
group A,. 

That these hazards are not merely theoretical specu- 
lations is borne out by a case report of de Gowin.' 
Patient 5 of group A was given blood of the same type 
without reaction. Four days later another donor of 
the same group was used after a preliminary cross 
matching. A fatal reaction followed, leading to death 
sixteen days after the transfusion. Retyping of the 
blood of the donor as well as of the recipient confirmed 
the original finding of group A. However, the serum 
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of the patient agglutinated and hemolyzed the red cells 
of the donor as well as of a person definitely of group O. 
Apparently the cross matching prior to the blood trans- 
fusion did not reveal the incompatibility. There is little 
doubt that the recipient belonged to group A, and had 
the rare and exceptionally strong iso-agglutinin a, and 
that the donor belonged to group A,. That explains 
why the serum of the patient reacted with the red cells 
of the usually inagglutinable group O. 

Similar risk exists when donors of group A,B are 
used for recipients of group A,B. Here the hazard 
is even greater, because the proportion of persons who 
have the agglutinin a, is larger in subgroup A,B than 
in subgroup A,. The danger is enhanced by the opinion 
that a person of group AB is a universal recipient and 
that transfusions for patients of that group do not 


‘require cross matching. The concept of the universal 


recipient needs to be revised. It may henceforth be 
applied only to persons of subgroup A,B whose blood 
is free of agglutinin a, and to persons of subgroup 
A.B whose blood lacks agglutinin a,. 

It is true, as already stated, that agglutinins a, and a, 
are as a rule active only at lower temperatures, but 
they may occasionally, react even at body temperature, 
as happened in de Gowin’s! case 5, already cited. 
Furthermore, there is no valid reason to assume that 
the failure to react in vitro guarantees that no harm is 
done in vivo, just as the opposite is true and as has ‘been 
borne out by reported transfusions of incompatible 
blood which were without any obvious untoward results. 
It is possible that some of the mild and moderate trans- 
fusion reactions and particularly the late reactions are 
due to subgroup incompatibilities. 

In evaluating transfusion reactions it should be con- 
sidered that the so-called blood group properties A, 
B and O (the latter has been shown to be a positive 
antigenic property and not merely an indication of the 
absence of the other two) are actually present in all 
tissue cells and not only in the blood cells. The term 
cell groups would therefore be more appropriate than 
blood groups. 

It seems to me that not enough attention is paid to 
the mild and moderate transfusion reactions. They 
are taken for granted and may be partly responsible 
for the failure of many blood transfusions to be of 
visible benefit. 

The significance of subgroups A, and A, is not limited 
to incompatibility between them. There are reports in 
the literature of serious and fatal reactions due to fail- 
ure to recognize subgroup A,. Typing serums with 
low titers of 1so-agglutinins are responsible. Typing 
serums are usually collected from typed specimens of 
blood or from donors with known blood groups. 
Serums with high titers are rare and difficult to obtain. 
Variations in the strength of iso-agglutinins are known 
to occur. There is a physiologic variation associated 
with age in the titers of iso-agglutinins. The majority 
of newborn children have no detectable iso-agglutinins 
in their blood, although the agglutinogens are well 
established. The agglutinins appear usually in the 
course of the first year of life. Their titer rises gradu- 
ally until a peak is reached in adolescence. Later a 
slow decline takes place. 

It has been claimed often that there are in some dis- 
eases considerable and regular variations in the strength 
of iso-agglutinins. Most of these reports have not been 
corroborated. However, it seems well established that 
patients with chronic leukemia of any type have very 
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weak iso-agglutinins.” This is of particular importance 
because patients with leukemia are frequent recipients 
of blood, and cross matching tests with their bloods 
may not furnish the warning that the donor is not 
compatible. 

How can the failure to recognize subgroup A, affect 
a blood transfusion? The most common error is the 
assumption of group O instead of A,, due to a weak 
agglutinating serum which failed to clump the weak 
red cells. Cross matching may in such a case be of 
little help or of no help, because persons of group A, 
have the anti-B agglutinins and they may have an a, 
agglutinin against about 80 per cent of all persons of 
group A. In other words, their serum may behave 
exactly like the serum of persons of group O. If such 
a false universal donor is used, his blood may cause 
most severe and even fatal reactions. The danger is 
greatest if the blood is given to persons of group B 
or O, who always have agglutinins against A, cells. 
A transfusion reaction due to the fact that a donor’s 
blood of subgroup A, with agglutinin a, was mistaken 
for group O was reported by Traum and Witebsky.'° 
Mishaps will be more common when donors are selected 
on the basis of blood grouping alone without subsequent 
cross matching. A recent report of Levine and Kat- 
zin '' shows that such practice still prevails, particularly 
with regard to universal donors. 

Cross matching of the serum of the recipient and of 
the cells of the false universal donor may fail to show 
the true A, nature of the donor’s subgroup, on account 
of the low titer of iso-agglutinins in the blood of some 
patients and the low agglutinability of the cells of the 
donor, which is merely a repetition “of the error that 
led to the false grouping in the first place. 

De Gowin' recently reported two fatal transfusion 
reactions which can serve as excellent illustrations. 
The donor, used in both cases, and the recipients were 
determined to be of group O. A severe reaction set in 
during the transfusion in one case and shortly after in 
the other. One of the patients died four days and the 
other ten days after the transfusion. Rechecks of the 
blood of the patient and of the donor disclosed no 
incompatibility in either case. Three years later the 
blood of the donor was typed with a serum of a high 
titer and found to belong to group A. The subgroup 
was not determined in this case, but the discovery of 
the true blood group only after stronger typing serum 
was used suggests that it was probably A,. That reac- 
tions do not necessarily follow the use of such incom- 
patible blood is evidenced by the fact that the same 
donor was used as a group O donor for eight trans- 
fusions without reactions. 

There is danger of a reaction when a false universal 
donor (in reality of group A,) is used for a patient 
of subgroup A,B, on account of the possible though 
very rare presence of the agglutinin a, in the serum 
of persons of subgroup A,B. Here the temptation to 
dispense with the cross agglutination is particularly 
great, because a presumably universal donor is used 
for a so-called universal recipient. 

One can assume with equal justification the existence 
of a hazard in the use of a true universal donor for a 
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recipient of subgroup A,B with agglutinin a,, because 
the latter may react with the cells of group O even 
more readily than with the cells of A,. 

. A similar danger of a reaction between the rare agglu- 
tinin a, and the blood cells of subgroup A, and group 
O exists when a true universal donor or an A, donor 
mistaken for a donor of group O is used for a recipient 
of group A, with the rare agglutinin a,. 

One can still read that the so-called universal donor 
(blood group O) may be used safely without cross 
matching of the serum and red cells of recipient and 
of donor.’ This idea is rapidly losing ground. The 
modern attitude is that the agglutinins in the serum of 
donors of group O frequently have high titers and that 
such donors may be dangerous. Another danger is the 
frequency of isolysins in the serum of group O, particu- 
larly for cells of group A. Such lysins may not be 
recognized if not thought of and not carefully looked 
for (de Gowin, case 8). The danger inherent in the 
use of universal donors is supported by the statistical 
evidence of the great frequency of reactions of vary- 
ing severity after their use. Gray '* had reactions in 
less than 10 per cent of a series of 500 blood trans- 
fusions but in 33 per cent in a series of forty trans- 
fusions in which donors of group O were used. 

Severe reactions following the use of blood of group 
© were reported by Parr and Krischner,? McCandless," 
Ruedel * and de Gowin.'. Ruedel saw reactions in four 
transfusions when the recipient and donor belonged to 
group O. In de Gowin’s series of eight fatal reactions, 
three occurred in patients of type O who received blood 
of the same type, and six of the sixteen moderate or 
severe reactions took place in patients of group O given 
homologous blood. The high titers of iso-agglutinins 
in the serums ef universal donors cannot account for all 
such reactions and can hardly be advocated as an expla- 
nation when the recipient as well as the donor is of 
type O. It seems likely that false donors of type O 
(actually of type A.) are responsible for some of these 
unexplained reactions. 

The use of weak typing serums may be responsible 
for the failure to recognize subgroup A,B and for mis- 
taking it for B. This is probably not infrequent, 
because A,, weak as it is by itself, is still more so in 
combination with B, which seems to have a depressing 
effect on agglutinogen A. 

Blood of such a false group B is particularly danger- 
ous when given to a recipient of group B with a strong 
titer of agglutinins against A. Sometimes cross match- 
ing of the bloods may not expose the error if the serum 
of the recipient has a low titer of agglutinins. As has 
been mentioned, a low titer of agglutinins in the recipi- 
ent does not necessarily preclude a reaction, even a 
severe one. A severe reaction after administration to 
a patient with blood of group B of 120 cc. of blood 
supposedly of the same group was reported by Beck.’® 
A subsequent check showed that a mistake in blood 
grouping was made and that the donor’s blood was 
actually of group AB. The subgroup was not stated, 
but it is reasonable to assume that it was A,B. 
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The possibility of failing to recognize subgroup A, 
is particularly great with infants and children, whose 
A, property is still weaker than that of adults. There 
is a well established variation according to age in the 
strength of the agglutinogens, though this is less marked 
than in the case of agglutinins. 


RECOGNITION OF SUBGROUPS 

How can these dangers of transfusion reactions due 
to the failure to recognize subgroups be avoided? 

Speaking of unexpected transfusion reactions, de 
Gowin said “A more plausible interpretation is that 
for a small number of bloods our present laboratory 
inethods are inadequate to detect all incompatibilities.” ? 

A careful analysis of the reports in the literature sug- 
gests that in most cases the errors are due to the use 
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that sheep blood ought in turn to engender in the rabbit 
an immune serum against human blood of group A. 
Experiments confirmed his supposition. The serum of 
some rabbits inoculated with the blood of sheep was 
found by Schiff and Adelsberger, and by many investi- 
gators subsequently, to agglutinate the red cells of 
group A in much higher dilutions than the cells of 
groups O or 

Some authors recommended such rabbit serum for 
blood grouping purposes.’* It permits one to overcome 
two serious drawbacks of human isoserum, for it has 
a high titer and is readily produced. Thus it helps to 
eliminate the errors due to not recognizing the weakly 
agglutinating bloods of group A and due to mistaking 
them for group O or to mistaking subgroup A,B for 


group B. 


Taste 1.—Titration of Serums of Rabbits Inoculated with Boiled and Raw Sheep Red Blood Cells 


Titers of Agglutinins for Red Blood Cells of Groups 


Ai Ag B O 
Rabbit Serums Min. Min. Min. Min. Min. Min. Min. Min. Min. Min. Min. Min. Min. Min. ,Min. Min. 
21 1:2 +++ +4+ +4+4+ + + + + 
Treated 1:4 ++ ++ $+ ++ = + + + 
blood 
1:32 ++ +++ +4+4+ +++ + = = +: 
1 ++ ++ ++ -- 
9 +4 
Result: A-group titer, dilution 1:10; differential titer, 
29 1:2 + ++ ++ ++ - - = 
blood eis bith, Result: Serum unsatisfactory 
36 1:2 +++4 + + +4 + + + + 
1:64 + +++ +++ ++ ++ 
1:128 + + +++ +444 t+ +++ +++ 
13256 ++ ++ +++ ++ +} +t 
1:512 ++ ++ + + 4+ + + + ++ + 
1:1024 + + ++ ++ + + + 
+ Result: A-group titer, dilution 1:20 or higher; serum 
= = = not suitable for differentiation of subgroup 
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of typing serums with tow titers of iso-agglutinins. 
Therefore it is imperative that only high titered serums 
be used for blood grouping, as was advocated by Coca *® 
and others. Such serums are not easy to get. 

I found that the titers of iso-agglutinins rise after 
injection of horse serum, particularly when serum dis- 
ease develops, and I recommended the use of serum 
from patients with serum disease for blood grouping.’ 

Another source of potent grouping serum for type A 
cells has been used for several years in Germany but is 
little known in this country. 

Schiff and Adelsberger '? found that human blood of 
types A and AB produced in rabbits an immune serum 
with a high lytic ability for sheep blood. They ascribed 
this phenomenon to the presence of common antigenic 
fractions in the blood of sheep and in human blood of 
groups A and AB. 

Seeing that human blood A was capable of pro- 
ducing a lysin against sheep blood, Schiff concluded 
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There still remains the necessity of differentiating 
subgroups A,, A,, A,B and A,B from one another to 
avoid incompatibility. Since von Dungern and Hirsch- 
feld ° reported their observations, several methods have 
been recommended.'® Only a few of the more practical 
methods will be mentioned: 

1. With the method of von Dungern and Hirschfeld,® 
serum of group B is absorbed with red corpuscles of 
subgroup A,. It then clumps only red cells of sub- 
group A,. The disadvantages of this method are as 
follows: High titered serums of group B are neces- 
sary, and these are difficult to find. After absorption 
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the serums do not keep well. Relatively large amounts 
of red cells of subgroup A, must be readily available. 
According to Klopstock ' this method is not absolutely 
reliable. It cannot be used for the differentiation of 
subgroups A,B and A,B. 

2. Landsteiner and his associates °° recommended the 
use of irregular agglutinin a, for the recognition of 
subgroup A, and of a, for subgroup A,. These agglu- 
tinins are usually weak, and a, is difficult to find. 

3. Serum of group B is absorbed with different quan- 
tities of red cells of group A. Small amounts of cells 
of subgroup A, will remove completely the anti-A 
agglutinins, while large volumes (even one half of the 
volume of serum) of cells of subgroup A, will absorb 
them only partially. According to Friedenreich and 
Worsaae,”' the originators of this method, there are no 
transitions between the two subgroups when tested by 
means of absorption. This procedure is recognized at 
present as the standard method, with which the results 
of the other methods must be checked. However, it 
is cumbersome and time consuming and requires a great 
deal of high titered serum of group B and of red ceils. 
It is therefore not very practical as a routine test. 

These three methods are the most practical of a long 
list that have been published, but even the selected 
methods are not very convenient for routine use. This 
may be the reason why the determination of subgroups 
is not done as often as it should be. 

To be of value as a routine procedure for blood 
grouping, the method for differentiation of subgroups 
A, and A, must be reliable but at the same time rapid 
and relatively simple. While considering this need, it 
occurred to me to attempt a solution of the problem by 
utilization of the common antigenic fraction of human 
blood A and of sheep blood. 

As stated, Schiff and Adelsberger '* produced a 
specific agglutinating serum against human red cells of 
group A by injecting sheep red cells into rabbits. How- 
ever, their immune serum did not differentiate sub- 
group A, and A,. 

The common antigenic fraction of human red cells 
of group A and of sheep red cells was shown by Schiff 
and Adelsberger ‘* and by me®** to be related to but 
not identical with the so-called Forssman heterophilic 
antigen.*° 

It is known that the Forssman antigen is thermostable 
and resists boiling. Schiff and Adelsberger were able 
to remove the anti-A agglutinins from their serum 
against sheep blood by absorption with boiled sheep 
cells. That being the case, I decided to try whether the 
injection into rabbits of boiled sheep blood would pro- 
duce a serum against human blood A that would act 
differently toward the cells of subgroups A, and A,,. 
The result fully justified my expectations. 

Preparation of Typing Serum.—Sheep blood was 
washed with physiologic solution of sodium chloride 
and centrifuged after each washing. The procedure 
was similar to the one used in the preparation of the 
suspension of sheep red cells for the complement fixa- 
tion test for syphilis. A 20 per cent suspension of the 
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cells in physiologic solution of sodium chloride was 
boiled for thirty minutes on the water bath. Any loss 
due to evaporation was made up with distilled water. 
Rabbits were given from four to five intravenous injec- 
tions of 2.5 cc. of the boiled and thoroughly shaken 
20 per cent suspension of sheep cells mixed with 7.5 cc. 
of physiologic solution of sodium chloride at from 
three to four day intervals. The later injections were 
divided into several smaller portions and administered 
at about thirty minute intervals. Control animals were 
treated with similar suspensions of raw sheep blood. 
About seven days after the last injection, blood was 
obtained from the ears of the rabbits and tested for the 
presence of anti-A agglutinins. 

If the results were satisfactory the rabbits were 
exsanguinated. Of eleven rabbits, five produced satis- 
factory subgroup specific immune serums, two failed 
to respond and four died in the course of immunization. 

The rabbits injected with boiled and with raw sheep 
blood produced anti-A group specific agglutinins equally 
well; however, the serum of the animals inoculated 
with boiled blood showed a sharp differentiation in the 
strength of the titer for the two subgroups. The results 
were confirmed by numerous checks with specimens 
of blood from 205 persons of group A and AB: 144 of 
subgroup A,, thirty-six of subgroup A,, eighteen of 
subgroup A,B and seven of subgroup A,B. All the 
results were corroborated by the absorption method, 
which is generally accepted as the standard test for the 
recognition of groups A, and A, 

It was deemed necessary to develop a technic which 
would (1) permit prompt recognition of feebly agglu- 
tinating subgroup A, as well as of strongly agglutinating 
subgroup A, but would not agglutinate either group B 
or group O, (2) differentiate subgroups A,, A., A,B 
and A,B clearly and unmistakably, (3) be simple and 
easily carried out and (4) be rapid enough to be appli- 
cable as a routine procedure under the conditions of 
emergencies as they often exist prior to blood trans- 
fusions. 

Titration of Rabbit Immune Serums for Typing of 
Subgroups A,, A,, A,B and A,B.—The serums were 
inactivated at 55 C. for thirty minutes and titrated in 
different dilutions with specimens of blood of all groups 
and subgroups. Dilutions of the serums were prepared 
in test tubes. Approximately 2 per cent suspensions 
of red blood cells were prepared by adding one drop of 
whole blood to 1 cc. of physiologic solution of sodium 
chloride. Two drops of the serum dilution were placed 
on slides within a circle made with a colored wax pencil. 
A drop of the blood cell suspension was added. The 
slides were tilted, placed under a Petri dish beside 
moist filter paper to prevent drying out and examined 
macroscopically and if necessary microscopically after 
five, ten, fifteen and thirty minutes. Two dilutions were 
selected. In one, at the end of five minutes there was 
distinct clumping of the red cells of subgroups A,, A,, 
A,B and A.B, visible macroscopically, but the cells of 
groups B and O could not be seen macroscopically or 
microscopically to be clumped even at the end of thirty 
minutes. This dilution was found to be sufficient for 
the detection of even the weakest A, factor. It was 
the diagnostic titer for the recognition of blood group 
A. The second dilution was the one which was capable 
of giving at the end of five minutes a clear and distinct 
clumping, recognizable with the naked eye, of red cells 
of subgroups A, and A,B but in which the red cells 
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of subgroups A, and A,B at the end of five minutes 
showed no clumping either macroscopically or micro- 
scopically, at the end of ten minutes showed no clump- 
ing macroscopically and at the most hardly discernible 
clumping microscopically and even at the end of thirty 
minutes showed only clumping which had not become 
visible to the naked eye. The second dilution was 
called the differential titer for the recognition of sub- 
group A,,. 

The titration of rabbit immune serum is recorded in 
table 1. Serum 21, with an A group titer of 1:10 and 
with a differential titer of 1: 50, is an example of a satis- 
factory typing serum for the differentiation of the two 
subgroups. Serum 29 is an example of an unsuitable 
serum, and serum 36, which was produced with raw 
sheep cells, has a high anti-A titer but shows no clear- 
cut differentiation between subgroups A, and A,. It 
can be used very well for the recognition of group A. 

For table 2, several examples were selected from my 
records to show how the method works in practice. 
The first two examples show the behavior of subgroups 
A, and A,; the following seven show the behavior of 


TABLE 2.—Determination of Subgroups Ax, 


BLOOD GROUPING—DAVIDSOHN Jou 


rn. A. M. A, 
Fes. 25, 1939 


previous columns. The last column contains the results 
of absorption of human B (anti-A) serum with two 
different quantities of the red cells. While cells of 
subgroup A, removed the anti-A agglutinins completely 
even when only one thirty-second volume was added to 
the serum, cells of subgroup A, failed to do it even 
with one-half volume. The titers of the serums before 
the absorption are stated at the foot of the table. This 
method is the most reliable confirmation of the sub- 
group. Every determination of the subgroup with the 
rabbit serum was checked with the absorption method. 
There was full agreement of the two methods. 
Technic of Typing of Groups A and AB and of Sub- 
groups A,, A,, A,B and A,B.—After the two titers of 
the immune rabbit serum have been determined with 
the outlined procedure, the lower dilutions (group A 
titer) will help to identify the group A and AB spec- 
imens and the higher dilution will help to determine 
the subgroups. At the same time the serum of group A 
(anti-B) should be set up for the recognition of group 
B and preferably a type O serum as a control. The 
results can be read in from five to ten minutes.” 


As, AiB and A:B, Comparison of Results 


Typing with 


Human Serums Rabbit Immune 


Absorption of 
Human Serums 


Titration with 
Immune Rabbit 


Red Blood - a ~ Serum Dilutions 
Cells of A B 
Cases (Anti-B) (Anti-A) 1:10 1:40 ++++ 
104 —* +++* +++ ++ 8 
94 +++ ++ 
91 +++ +++ ++ 
95 ++ +++ ++ ++ 4 
223 + + ++ ++ 
37 ++++ + -- 
110 ++ ++ + = 
123 ++ ++ + 
233 +4 + 


Serum (B Anti-A) 

+++ + 4- + Subgroups 1/2 Volume 1/32 Volume 
16 64 128 At 7— 7— (1) 
16 A2 i+ 14+ (2) 
2 8 64 A1B 7— (3) 
16 32 123 A1B i— 7— (4) 
16 64 A1B 7— (5) 
4 AeB 112+ (6) 
8 A2B i+ 14+ (7) 
8 A2B 14+ 14+ (8) 
8 AcB 14+ 14+ (9) 


Titers of serums before mee ae Nos. 1, 2, 3, 4, 7 and 8 = 1: 56+; No. 6 = 1: 224+, and Nos, 5 and 9 = 


* Key for reading results: 


++++4+ = one large clump, +++ = several large particles, ++ = small + haedy phe seen with the naked eye, + = 


only aisiseoniantie visible clumping and — = no clumping even microscopically. 


subgroups A,B and A,B, of which more examples were 
selected because they show greater variation in their 
agglutinability and because it is thought that they are 
more difficult to separate. 

The second and third columns show the results of 
typing with human serums of groups A and B. The 
technic was the accepted method of Vincent. Serums 
with high titers were used. It is apparent that the 
differences in the agglutinability with the human serums 
are in no relation to the subgroups. In some instances, 
as in No. 223 (A,B), the cells clumped much less dis- 
tinctly (+) than in No. 37 (A.B, + + + +). The 
fourth column shows the agglutination with the group 
dilution of rabbit serum as determined by titration. The 
cells of subgroup A, were clumped more vigorously 
than those of subgroup A,, but there was never the 
slightest difficulty in seeing the pronounced clumping of 
any specimen of subgroup A,. The clumping of sub- 
group A,B was equally pronounced. Most specimens 
of subgroup A,B had to be read with the microscope, 
but the clumping was always clearcut and unmistakable. 
The differential dilution for the separation of subgroup 
A, is recorded in the fifth column. The lucidity of 
the differentiation is manifest. In the next column the 
results of titration of the red cells with the rabbit 
immune serum are recorded to emphasize the differences 
in titers between subgroups A, and A,. Then follow 
the designations of the subgroups as determined in the 


SUMMARY 


Clinical experience, as it is expressed in the litera- 
ture, suggests (1) that the selection of a donor accord- 
ing to known methods does not assure the absence of 
blood transfusion reactions; (2) that unexpected reac- 
tions are not uncommon when a donor of the same blood 
group as that of the patients is employed, especially 
when the group is O or A, and (3) that reactions are 
particularly frequent when so-called universal donors 
are employed. 

Available serologic data suggest (1) that subgroups 
A, and A,, A,B and A,B are not always compatible ; 
(2) that subgroups A, and A,B are not infrequently 
mistaken for blood of other groups, particularly for O 
and B, and (3) that some transfusion reactions, even 
fatal ones, are well explained by these circumstances. 

The method presented offers two advantages: 1. 
The high titered, easily produced and highly specific 
rabbit immune serum permits prompt recognition of 
blood group A and AB, including the feebly agglutinat- 
ing subgroups A, and A,B. 2. A proper dilution of 
the serum, as determined by titration, makes it pos- 
sible to differentiate subgroup A, from A, and A,B 
from A,B without delay. Both procedures can be 
carried out within five minutes. 

California Avenue at Fifteenth Place. 


27. The determination of subgroups A), Av, A:B and A,B for exclusion 
of paternity is discussed in the reprints. 
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ABSTRACT OF DISCUSSION 

Dr. NATHAN RosentHat, New York: It seems that the 
method of approach for the differentiation of two types of 
group A may be important from a practical standpoint. It will 
be especially useful for detecting the group AeB, which is usually 
important in paternity tests. Usually this can be done by high 
titer serum, but if this is not available the new method proposed 
here may prove very useful. The relation of these blood groups 
to reactions from transfusions must also be considered. The 
three main types of reaction are those due first to impurities or 
foreign protein present in the water or left in the apparatus 
from previous transfusions. This accounts for most of the chills 
and, to some extent, febrile reactions. By proper cleansing 
methods, Dr. Lewisohn and I have shown that such reactions 
may be reduced from between 12 and 20 per cent to less than 
3 per cent. Second, reactions from incompatible blood are now 
rather rare. In fact we have seen no such reaction within the 
past ten years, since proper cross matching can be done in 
the laboratory. Third, reactions from compatible blood. In the 
past ten years we have noticed only three such reactions; the 
symptoms arising are comparable almost identically with those 
from incompatible blood. We have noted, however, that such 
reactions are not necessarily related to group A but are found 
in other groups as well. Fortunately, this type of reaction is 
very rare. I believe that this additional test for two subgroups 
of A may prove to be of some importance after further investi- 
gation. 

Dr. KatHarine M. Howe ti, Chicago: I have been 
acquainted with the work of Dr. Davidsohn on the differentia- 
tion of blood groups A: and As, the purpose of which is to 
decrease the deleterious reactions occasionally following blood 
transfusions. I have been interested in these studies because 
our laboratory types blood for five or six thousand transfusions 
a year and in spite of employing serums of the highest titer 
available for blood group determinations and the greatest care 
in the cross matching of serum and corpuscles, an occasional 
difficulty in typing or an unexplained reaction occurs. This is 
usually encountered in finding a compatible group A donor for 
a group A patient, or for the so-called universal recipient, group 
AB, which also contains the A agglutinogens. A serum of high 
titer is essential for separating A: and Ae, and therefore the 
method described by Dr. Davidsohn may be of the greatest 
advantage since heterophile immune serum almost always has 
a higher agglutinin titer than the human serum available for 
blood grouping. The present method for separating A: and A: 
by absorption has been found time consuming and not practical 
for the routine laboratory blood grouping tests. 

Dr. IsrAEL Davipsoun, Chicago: Not enough attention is 
paid to mild and moderate blood transfusion reactions. It was 
shown that transfused blood remains longer in the circulation 
of the recipient when the transfusion is not followed by a reac- 
tion of one kind or another than when there is a reaction. 
The danger of not recognizing correctly subgroup AB is 
illustrated by a case report of Beck, a German surgeon, who 
had a large experience in blood transfusions. He transfused 
a patient of group B with the blood of a donor of supposedly 
the same group. A severe reaction followed. A retyping of 
the donor disclosed that he belonged to group AB. The sub- 
group was not determined, but the circumstance that the true 
group was detected only after stronger typing serum was used 
suggests strongly that it was subgroup AsB. When cells of 
known blood groups are used as controls to check the group 
of the unknown serums it is essential to use cells of subgroup 
A: and not of Asx Dr. Rosenthal referred to the medicolegal 
application of subgroups. 1 did not go into it because time 
did not permit; however, I am using the rabbit serum for the 
differentiation of subgroups A:, Ae, Ai:B and A.B along with 
anti-M and anti-N typing serums and with the anti-A and 
anti-B grouping serums, with satisfactory results. The method 
is particularly valuable for the typing of blood of infants, 
whose agglutinogens are weaker than in later life. Some 
infants who are found to belong to group O may behave like 
subgroup Ae when retested after a few months. The existence 
of the irregular iso-agglutinin 42, which reacts with red cells 
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of group O, supports Schiff’s concept of group O as possessing 
a positive and specific antigenic character that can be deter- 
mined by proper serums. The new concept should replace the 
idea that group O is the one without any antigenic agglutinable 
properties. The symbol O must stand for a letter and not for 
a number. 


SULFANILAMIDE IN TREATMENT OF 
NONSPECIFIC INFECTIONS OF 
THE URINARY TRACT 


ANSON L. CLARK, M.D. 
OKLAHOMA CITY 


During the last eight years great progress has been 
made in the treatment of infections of the urinary tract. 
The diagnostic work and the experimental and clinical 
observations necessary for the foundation of this prog- 
ress had already been accomplished, but they had not 
become common knowledge. Before therapeutic advance 
could be made, a study of the micro-organisms com- 
monly found in the urinary tract had to be supplemented 
by possible methods of treatment of sufficient value to 
interest the experimental workers in this field. 

As recently as ten years ago it was felt that patients 
complaining of frequency, urgency and burning on 
urination did so because the urine excreted by the 
kidneys was more acid than comfortably could be borne 
by the mucous membrane of the urinary tract. Soon, 
however, it was discovered that these patients were 
relieved when -the acidity of the urine was increased, 
which appeared paradoxic. Cultures of the infecting 
organism showed that the most common offender, 
namely the gram-negative bacillus, was inhibited in its 
growth as the acidity of the urine increased and that the 
relief afforded the patient was due to the effect of 
the change in acidity on the infecting organism rather 
than to the direct action of any drug on the mucous 
membrane. 

Medical therapeutics temporarily gave way to helpful 
dietary measures, which stimulated studies along these 
lines, until chemotherapy at length produced experi- 
mental and clinical results exceeding the most enthusi- 
astic expectations. There are accordingly today three 
outstanding therapeutic agents which, when used with 
careful evaluation of their effect on offending micro- 
organisms, will go far to relieve patients suffering from 
urinary tract infections. These are sulfanilamide, 
mandelic acid and neoarsphenamine. Chief among 
these in the interest aroused among urologists is 
sulfanilamide. 

Before a more careful analysis of the action of 
sulfanilamide is made, it should be emphasized that 
mandelic acid and neoarsphenamine retain a specific 
place in combating urinary tract infections. It should 
also be remembered that methenamine, which has 
proved its worth through the years, remains a valuable 
adjunct to treatment. No drug has had to stand more 
rapid investigation of its therapeutic possibilities than 
sulfanilamide. 

Because of the prominence of the patients to whom 
the drug was first administered, and because of the 
conservatism of the large medical center which first 
enthusiastically reported its therapeutic possibilities, 
sulfanilamide was heralded by the fourth estate as the 
great medical discovery of the century. By the same 


ead before the Section on Urology at the Eighty-Ninth Annual 


. 


R 
Session of the American Medical Association, San Francisco, June 16, 
1938. 


12 
9 


720 


token, less than a year ago one of the early investigators 
predicted that during the ensuing twelve months the 
toxic effects of the drug would be responsible for 
numerous fatalities. 

Before this warning could be broadcast to the medical 
profession, a drug concern not versed in the chemical 
effects of the solvent combined this new compound with 
a dangerously toxic liquid, with the result that the lay 
press grimly counted deaths which were apparently, but 
not in reality, due to this medical discovery. And so, 
having withstood the overenthusiasm which frequently 
accompanies new medical measures, sulfanilamide is 
now found to be of great therapeutic value in the treat- 
ment of genito-urinary infections when it is carefully 
used, with proper observance of its toxic possibilities 
and a thorough knowledge of its clinical limitations. 


REVIEW OF THE LITERATURE 

The first applications of sulfanilamide in clinical 
practice were used in various streptococcic infections 
in 1935 but it was a foregone conclusion that the success 
with which the new remedy was employed for a wide 
variety of infections would stimulate efforts for its use 
against the organisms peculiar to the genito-urinary 
tract. Early in the same year Temming,' impressed 
with the rapid improvement of a 7 week old infant 
suffering from facial erysipelas after administration of 
sulfanilamide, tried the new remedy with three young 
infants with pyuria. Given by rectum it produced 
remarkable results ; leukocytes and albumin disappeared 
rapidly from the urine after an immediate and dramatic 
drop of the high temperature to normal. 

Pernice * of the Marburg pediatric clinic was the next 
to apply sulfanilamide in urologic practice. He gave it 
orally to eighteen children of various ages, with good 
results. He proved that the drug is effective not only 
against streptococci and staphylococci but also against 
colon bacilli. To prevent recurrence, he gave it for a 
week after the urine had become normal. 

Maraun* reported that prontosil* had been given 
orally to thirty-eight children of various ages, in twenty- 
one of whom infection with Bacillus coli or Bacillus 
paracoli was producing severe symptoms. Satisfactory 
results were obtained in all but five cases. 

Unshelm * tried prontosil in twenty-three cases of 
pyuria at the Rostock pediatric clinic with encouraging 
if not uniformly good results. In all but two instances 
the infective agent was B. coli; in one both B. coli and 
Proteus ammoniae were present. Fourteen of the 
patients were followed for from one to seven months, 
during which time not one showed pathologic urinary 
changes. No difference was observed between acute 
and chronic involvement in the time required to relieve 
the infection. 

Klein * in 1936 reported that prontosil was being used 
in all cases of pyuria in the pediatric clinic of the Uni- 
versity of Breslau and that it was given both orally and 
intravenously, the latter method being preferred for 
infants. 


ming, Hans: Ueber Prontosil bei Pyurie, Kindera i 
(Sept) y Kinderarztl. Parxis 
A nice, Wolfgan ng: Ueber die Behandlung der kindlichen Pyurie 
mit Prontosil, 7: 304-307 (July) 1936. 
. Maraun, Luise: ur Prontosilbehandlun 6 Ad rysipel r 
Kinderarztl. Praxis 7: 445-449 (Oct.) 1936. 
The disodium salt of 
6’-disulfonic acid. 
: Zur Behandlung der kindlichen Pyurie, Arch. f. 
Kinderh. 65-84 1936. 
6. Klein, Elfriede: Prontosil in der Kinderpraxis, Med. Klin. 32: 
940-94) (July 10) 1936. 
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Early in 1937 Meissner * reported his use of sulfanil- 
amide in eight cases of cystopyelitis, seven patients being 
women and one a man, These patients gave a history 
of infection of from four days’ to several months’ dura- 
tion. In most of the cases Bacillus coli communis was 
the infecting organism, against which sulfanilamide 
proved to be bactericidal after treatment lasting from 
three to ten days. In all the drug was given orally. 

Tiirk ® reported a series of sixteen cases of acute and 
chronic renal disease in the University of Hamburg 
Hospital. After two or three days of treatment with 
sulfanilamide all were free from symptoms, and in an 
average of five to six days they were also bacteria free. 
Three patients with pyelitis of pregnancy were clinically 
cured but were not free from bacteria after treatment. 

Helmholz *® became interested in sulfanilamide as a 
urinary antiseptic from in vitro experiments which 
showed it to have a marked bactericidal action on all 
the common bacteria found in the urinary tract except 
Streptococcus faecalis. He observed that it was effec- 
tive both in acid and in alkaline urine but more so, 
apparently, in alkaline; that it is present in urine in 
the free and conjugated form, both of which forms 
appeared to be bactericidal, but that the conjugated 
form seemed to be more potent in this respect. He 
tried the effect of sulfanilamide on six different organ- 
isms found in the urine: Streptococcus faecalis, 
Escherichia coli, Aerobacter aerogenes, Proteus vul- 
garis, Pseudomonas aeruginosa and Staphylococcus 
aureus. He found that Staphylococcus aureus was the 
most easily destroyed, while Streptococcus faecalis was 
the most resistant of the group. 

Helmholz and Osterberg*® observed that sulfanil- 
amide is very useful in treating some conditions with 
which mandelic acid and the ketogenic diet fail, for 


example infections due to Proteus ammoniae. This 
organism flourishes in an alkaline urine, in which 
sulfanilamide is more effective than in acid urine. On 


the other hand, sulfanilamide failed to have any effect 
on Streptococcus faecalis, which is however controlled 
by mandelic acid. The results in three series of patients 
to whom sulfanilamide was administered showed that 
the urine was definitely bactericidal to organisms com- 
monly found in infections of the urinary tract. 

Cook and Buchtel *! began using the drug with great 
caution, because of the conflicting reports that had 
reached them. With very small doses they noted little 
benefit when the substance was given orally. Later 
results however, when larger doses were given, were 
very encouraging. It is their opinion that if the effi- 
ciency of sulfanilamide in alkaline urine continues to 
be demonstrated, the drug should be of inestimable 
value in treating infections of the urinary tract due to 
urea-splitting bacteria, with which it has been always 
impossible to obtain a sufficient degree of acidity to 
inhibit the growth of the organism. 


7. Meissner, Werner: Erfahrungen mit Prontosil bei der Boheadinnt 
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an 
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es Minchen. med. Wehnschr. 84: 1259 (Aug. 6) 1937. 
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IDENTIFICATION OF THE INFECTIVE AGENT 

In the diagnosis of infections of the urinary tract it is 
of great importance that the offending organism be 
identified promptly, in order that appropriate thera- 
peutic measures may be administered. Hence in the 
second portion of the freshly passed two glass specimen 
from the male or in a catheterized specimen from the 
female the gram-positive coccus, the gram-negative 
bacillus and the paired diamond-shaped Streptococcus 
faecalis have been watched for as the most common 
offenders. Failing to find these in the urinary sediment, 
the diagnostician must then eliminate the possibility of 
a chronic specific infection or an infection due to an 
acid-fast bacillus. 

The physician who uses his microscope only on rare 
occasions instead of on every occasion will not be able 
to treat urinary tract infections intelligently. Only 
rarely is one required to have the elaborate laboratory 
equipment necessary for identification of the micro- 
organism by culture. The method described by Pelouze 
makes gram staining of the centrifuged urinary sedi- 
ment a quick and easy procedure which should be used 
at all times. 

During the past year, clinical and laboratory data 
have shown that sulfanilamide is an effective agent in 
combating the gram-negative bacillus, from the common 
Escherichia coli to the less frequent but more refractory 
Aerobacter aerogenes, as well as the infrequent Pseudo- 
monas and the hitherto troublesome and uncontrollable 
Proteus ammoniae. 

For those unfortunate persons who are afflicted with 
a urinary tract infection with Proteus ammoniae as the 
offending organism, sulfanilamide has been a great dis- 
covery. For satisfactory results most urinary anti- 
septics require increased acidity in the urine, which the 
action of Proteus ammoniae has frequently made 
impossible. It is fortunate that at last there is a 
bactericidal agent which will act in an alkaline urine, 
qn agent which is invaluable to the patient who_ is 
afflicted with this urea-splitting organism, which is so 
frequently a forerunner of encrusted alkaline cystitis 
and pyelitis. 

It should be remembered that occasionally Strepto- 
coccus faecalis is found accompanying the gram-nega- 
tive bacillus and that sulfanilamide has no effect on this 
organism. Its presence should be suspected and the 
urine, though clear, examined bacteriologically when 
the complaints of the patient, such as frequency and 
burning at urination, persist. Streptococcus faecalis 
(group D, hemolytic streptococcus) may cause extreme 
discomfort with but little evidence of reaction on the 
part of the patient in the form of haziness or cloudiness 
of the urine. It is remarkable how few pus cells will 
at times be found in urine teeming with this type of 
bacteria. At such times it is important to investigate 
microscopically the stained urinary sediment. A routine 
urinalysis will miss the irritating micro-organism 
because of the scarcity of white blood cells in the 
specimen. The discomfort of the patient should empha- 
size the necessity for close cooperation between the 
clinician and the laboratory. If its presence is con- 
firmed, intravenous administration of neoarsphenamine 
may prove a most helpful measure. Clinical results 
show also that the use of mandelic acid accompanied 
by increased acidification of the urine is effective in 
eliminating Streptococcus faecalis. 

In the case of gram-positive coccus infections other 
than those due to Streptococcus haemolyticus, the clini- 
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cal responses have varied considerably and the per- 
centage of satisfactory results apparently does not 
approach that obtained when the gram-negative bacillus 
is involved. The gram-positive micrococcus so fre- 
quently found in the anterior portion of the urethra of 
the male may be more effectively eliminated from the 
urinary tract by sulfanilamide than can the various 
species of staphylococci. When sulfanilamide does not 
produce the desired result, small intravenous doses of 
neoarsphenamine accompanied by oral administration 
of methenamine should be prescribed. 


TOXICITY OF THE DRUG 

My clinical experience in using sulfanilamide in a 
large number of instances in which the age and general 
condition of the patient differed over a wide range has 
confirmed the conclusions of Marshall, Emerson and 
Cutting,’* who said 

In spite of the fact that this study indicates that sulfanilamide 
is a relatively nontoxic substance, the drug is not devoid of 
toxicity. The minor toxic manifestations to be expected in 
man from our animal work and from the greater individual 
variation in diseased patients would seem to be no contraindica- 
tion to the use of the drug when definite therapeutic indications 
exist. However, owing to the fact that the drug can possibly 
produce serious toxic symptoms in the hypersensitive individual, 
as well as the known occasional idiosyncrasy of a serious nature, 
sulfanilamide should not be used indiscriminately. 


It is well known from experimental study that 
acidosis is produced by excessive doses of sulfanilamide. 
Since the excessive dose may vary considerably with 
each patient, it would seem advisable to reduce the 
possibility of lessening the alkali reserve by the admin- 
istration of some alkalizing agent. Furthermore, the 
sulfanilamide excreted into the urinary tract is more 
effective in inhibiting the growth of the invading 
bacteria when the py of the urine is increased. So, 
from the standpoint of lessening its toxicity and 
increasing the effectiveness of its action, a moderate 
dose of sodium bicarbonate or some similar alkalizing 
agent should be given in conjunction with the drug. 

As it is also observed that a decrease in renal func- 
tion accompanies an excessive dose of sulfanilamide, 
caution should be exercised in determining the amount 
of the drug administered when the age of the patient or 
the symptoms seem to indicate renal insufficiency. 
Clinical observations show a wide variation in the 
apparent renal tolerance for this new compound. Reac- 
tions are common, and frequently, in order to obtain 
the desired result, some of the lesser toxic manifesta- 
tions, such as lassitude, slight headache, some anorexia 
or even nausea without vomiting, may necessarily be 
imposed on the patient. If the dose is within safe 
limits for the patient, I have usually found that these 
symptoms subside by the second or third day, even 
though the dose is maintained as first prescribed. The 
questions of when and how to prescribe sulfanilamide 
therefore require for their answer considerable experi- 
ence in administration of the drug and careful study in 
each case in which its use is considered advisable. 


DOSE OF SULFANILAMIDE 

No standard dose of this drug can be established, 
since the amount must vary with the individual patient. 
In a younger person the kidneys will excrete the drug 
more rapidly and will thus lessen its level in the blood. 
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On the other hand, if the substance is excreted slowly 
by the kidneys because of decreased renal function the 
level in the blood will be higher even though the dose 
is small. 

The ambulatory patient is unable to tolerate the same 
amount of the drug that may be given safely to a patient 
resting in bed. This was strikingly illustrated recently 
in a patient who tolerated satisfactorily 100 grains 
(6.5 Gm.) of sulfanilamide daily while hospitalized yet 
had toxic symptoms while taking 40 grains (2.6 Gm.) 
daily when employed at light manual labor. To empha- 
size further the wide variation in the doses tolerated by 
different persons, it is interesting to note that a patient 
somewhat dissatisfied with this earthly existence took 
fifty-eight 5 grain sulfanilamide tablets, or 290 grains 
(18.85 Gm.), at one time, with no more serious effect 
than a transient decrease in the respiratory rate and a 
marked drowsiness, both of which symptoms were 
entirely relieved within twenty-four hours by forced 
fluids and respiratory stimulants. 

In passing, it is worthy of note that while this patient 
was greatly discouraged because of a subacute specific 
urethritis and prostatitis which had failed to respond 
to previous therapeutic measures, the excessively large 
dose eliminated the infecting organism from his urinary 
tract. 

In the treatment of acute infections of the urinary 
tract, the various modes by which sulfanilamide can be 
administered add to its value as a curative agent. When, 
as so frequently happens, gastrointestinal upsets make 
oral administration impossible, the drug can be given 
intramuscularly, subcutaneously, intravenously or by 


rectum. 
EVALUATION OF RESULTS 


Infections of the upper part of the urinary tract, 
both acute and chronic, respond well to sulfanilamide 
therapy when this is applied with due reference to the 
type of infecting organism and when proper considera- 
tion is given to the limitations of any urinary antiseptic 
in the presence of calculi, stasis or tumors. Sulfanil- 
amide should be borne in mind as a valuable preopera- 
tive aid in preventing the troublesome sequelae which 
may follow surgical procedures, cystoscopic manipula- 
tions or other manipulations of the urinary tract. With 
uncomplicated pyelitis it has been my experience that 
the course of the infection is considerably shortened 
both clinically and bacteriologically. I have found that 
bacillary infections are more easily eradicated by sulf- 
anilamide than are the coccic infections. 

With cystitis my results have shown no uniformity. 
The acute trigonal cystitis often observed in women, 
due to bacillary infection, has responded very well, the 
acute symptoms often clearing up within twenty-four 
hours after administration of sulfanilamide. I continue 
the treatment, nevertheless, until it is evident that all 
infection has been eliminated. On the other hand, 
bladder infections occurring after operations on the 
bladder neck have not yielded at once to sulfanilamide 
therapy, the infection usually persisting for several 
weeks despite its administration. However, after all 
necrotic material has been eliminated I have found this 
drug to be helpful in relieving residual infections. 

With nonspecific prostatitis, although sulfanilamide 
serves to diminish the extent of the infection, as evi- 
denced by microscopic examination of the expressed 
prostatic secretion, it has been my experience that 
recurrence frequently follows, and the prostatitis 
The size of the 

The less satis- 


becomes as pronounced as before. 
doses seems to make no difference. 


URINARY TRACT INFECTIONS—CLARK 


factory results obtained in the treatment of nonspecific 
infections of the prostate gland may be explained by 
the variation in the type of infecting organism. Prosta- 
titis caused by the gram-negative bacillus may respond 
rapidly, while the inflammatory condition due to a 
gram-positive coccus will show little improvement. 


SULFANILAMIDE AND UNDULANT FEVER 


In the southern and southwestern parts of the United 
States, when one has eliminated all other possibilities 
in-the search for the infective agent, one finds that a 
considerable percentage of urinary tract infections are 
due to the micro-organism that causes undulant fever. 
The public health reports of recent years have shown 
that no state in the Union is altogether free from this 
type of disease. In the North, however, where pasteur- 
ization of milk is the rule rather than the exception 
and where Bang’s disease has been practically elimi- 
nated from dairy herds, this type of urinary tract infec- 
tion is encountered less frequently. On the other hand, 
examination of dairy cattle below the Mason and Dixon 
line has shown that nearly 50 per cent of the milk- 
producing animals are infected with this important 
bacterium. 

Only within the last two years have satisfactory 
diagnostic procedures been available, and only since the 
advent of sulfanilamide has there been a satisfactory 
therapeutic agent for this type of urinary tract infection. 

It is worthy of note that several foreign authors 
(Groues,'* Berger and Schnetz,’* Suchier’® and 
Thévenet '*) have lately drawn attention to the great 
value of sulfanilamide in the treatment of undulant 
fever. In the United States Toone and Jenkins '* have 
recently reported a case in which the diagnosis was 
confirmed by blood culture and in which negative 
cultures followed administration of sulfanilamide over a 
period of eleven days. Stern and Blake '* used sulfanil- 
amide effectively in three cases of acute brucellosis. 

It is a significant observation that in the sections of 
the United States where undulant fever is compara- 
tively common there are many instances in which 
recurrent prostatitis and cystitis have been wrongly 
attributed to infected teeth, infected tonsils or other 
possible foci, while the real cause, which is undulant 
fever, has not been discovered because of failure to 
realize how widespread is the occurrence of this dis- 
ease. It is accordingly important that the clinical 
picture associated with this rather frequent form of 
urinary tract infection be recognized. 

Brucellosis, however, is often more deceptive than 
the usual classic picture would indicate. The fever is 
prone to remissions, and during these remissions the 
patient may or may not suffer from some of the com- 
plaints that beset him during the more acute stages. 
If he happens to consult his physician during one of the 
intervals, it is easy to see how the true nature of the 
malady might escape detection. 

Sulfanilamide applied in the treatment of urinary 
tract complications from the disease has shown most 
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satisfactory results. According to my experience, how- 
ever, it must be supplemented with a carefully admin- 
istered vaccine to raise the immunologic responses of 
the patient to a point where the brucellosis will be 
completely controlled. 


CONCLUSIONS 

Sulfanilamide in the treatment of nonspecific urinary 
infections is proving to be a valuable addition to the 
urologist’s armamentarium when employed with due 
caution and in the proper doses. It must be borne in 
mind that every case is an individual problem, that 
doses cannot be fixed by any general standard and that 
reactions are frequently observed. There should be a 
careful study of each patient, especially with regard to 
renal tolerance. The blood level of sulfanilamide should 
be watched throughout the period of its administration. 
A considerable experience with the drug is required for 
a proper understanding of its effects and for a proper 
appreciation of the conditions under which it should be 
prescribed. With suitable indications and in the right 
hands sulfanilamide is capable of producing brilliant 
results in the treatment of nonspecific urinary infec- 
tions. Failures may be due to lack of proper identifica- 
tion of the infecting organism, since there are wide 
differences in the susceptibility of organisms within the 
urinary tract to the action of sulfanilamide. 
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Dees and Colston! introduced sulfanilamide in the 
treatment of gonorrhea in February 1937. Their pre- 
liminary report indicated that it might end the search 
for a practical check of this widespread venereal dis- 
ease. Since then, diverse results have been reported. 
Reuter’s ? most closely approximated the original report, 
but Potter,’ in a series of 225 cases, reported only 35 
per cent cures. Brunet’s * percentage of cures was also 
low. Johnson and Pepper’s * results were so disappoint- 
ing as to evoke an editorial ® in THE JOURNAL point- 
ing to less than 50 per cent cures and calling for 
extreme caution in the use of the drug. 

Although the drug itself was completely exonerated 
by the Council on Pharmacy and Chemistry of the 
American Medical Association for the deaths follow- 
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ing the use of Massengill’s elixir of sulfanilamide, it is 
as yet not completely free from this onus in the public 
mind. Moreover, proof that the drug itself is toxic 
is adduced by the reports of fatal and near fatal cases 
by Borst,’ Young,’ Schwentker,® Marshall?” and 
Harvey."! 

The final estimate regarding the use of sulfanilamide 
for gonorrhea must rest on a comparison of the bene- 
ficial effects with the incidence and frequency of toxic 
reactions. To this end we wish to contribute the results 
obtained from its use with 1,625 male patients. The 
size of this group warrants statistical analysis. The 
study was limited to male patients, as the proof of 
cure in women is notoriously difficult to establish. 

The first series, 200 consecutive patients, were 
studied particularly to determine what part the dura- 
tion of the disease, degree of involvement and degree 
of side reactions play in the curative response to the 
drug. For this purpose the patients were given maxi- 
mum tolerance doses without additional local therapy 
unless the failure of the drug to control the disease was 
obvious. Unless contraindicated by serious toxic reac- 
tions, treatment consisted of 80 grains (5 Gm.) for two 
days, 60 grains (4 Gm.) for the following four or five 
days and from 20 to 40 grains (1.3 to 2.6 Gm.) for at 
least two weeks. In this series only patients observed 
for three months were included. They were seen from 
three to five times weekly during treatment and one 
time weekly during follow-up. Diagnosis was estab- 
lished by smear or, in a few cases, by positive culture. 
Proof of cure included (1) complete absence of pyuria 
and (2) at least three negative smears after provoca- 
tion by sounds, silver nitrate in the posterior urethra, 
prostatic massage, the use of alcohol and intercourse. 
The persistence of pus in the prostatic fluid was dis- 
regarded if these tests failed to excite clinical or labora- 
tory evidence of the specific organism. The results 
in this first series have been correlated in table 1. 

This table shows the drug to be of unprecedented 
efficacy in the treatment of gonorrhea. In 58.5 per cent 
of the cases cure was obtained in less than one month 
without accessory local treatment. The exact time of 
the disappearance of the gonococcus is indeterminable, 
so the date of cure was considered to be the date of 
the initiation of the provocative tests if these were fol- 
lowed by no evidence of recurrence. The average time 
from the first day of treatment to the start of the pro- 
vocative tests was only twenty-one and one-half days. 

A second group of patients, comprising 21.5 per cent 
of the total patients treated, showed less response to 
the drug, but, with the addition of local therapy, like- 
wise gave results vastly superior to those obtained with 
previous forms of therapy. Adjuvant treatment con- 
sisted of instillations of mild protein silver for the 
anterior and acute anteroposterior urethritis. Through 
and through irrigations of potassium permanganate 
were used for the chronic anteroposterior infections. 
Because of the protective action of the sulfanilamide, 
much earlier use of posterior medication was possible. 
The average period of cure was only forty-five days. 
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The results with the forty remaining patients, com- 
prising group 3, must be considered as comparatively 
unsuccessful. In some, adequate administration was 
impossible because of toxic side reactions; in others the 
infection was prolonged or complicated despite the drug. 
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tive response to the drug is not dependent on the extent 
of the infection. The one and salient exception, which 
was repeatedly confirmed, is that sulfanilamide will not 
clear up a gonorrhea focus until free drainage is estab- 
lished. The most striking examples of this fact were 

four cases of infected Tyson’s 
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Total 
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glands. The freely draining urethra 
quickly cleared of all evidence of 
infection, whereas gonococcus loaded 
pus could be expressed at each visit 
from the poorly draining Tyson’s 
glands. Cure was obtained when 
these glands were destroyed by 
electrocautery. Similarly, gonor- 
rheal prostatic abscesses and peri- 
urethral abscesses failed to respond 
until digital or surgical rupture, 
after which rapid progression 
toward cure was obtained. Because 


4O Unsuccessful Response 
(a) Side reactions necessitat- 
ing discontinuance before 


cure. 
(b) Duration over 2 tonths. 
(c) Response insufficient to 


of this concept, patients with acute 
phlegmonous prostatitis are now 
given large doses of sulfanilamide to 
ward off epididymal involvement, 


t continued use. 


and soon thereafter attempts at 


Chart 1.—Is response correlated to side reactions of sulfanilamide? 


There were nine cases of drug incompatability; in 
two there were very severe subjective symptoms, in six 
administration of the drug had to be discontinued before 
cure could be obtained because of the fever-rash syn- 
drome and in one toxic cycloplegia contraindicated fur- 
ther use. Twenty-one patients showed definite but slow 
improvement attributable to the added influence of 
sulfanilamide therapy. In six cases clinical symptoms 
would abate dramatically each time the drug was used 
but would recur just as regularly after cessation. In 
only four cases was there a complete 


digital expression of the nondraining 
pus is attempted. Such _ patients, 
who previously often responded poorly to sulfanilamide 
therapy, now show a most uniform immediate improve- 
ment in their condition. 

Table 2 illustrates the value of the drug in the treat- 
ment of various complications of gonorrhea. The relief 
of pain in acute epididymitis and the relief of strangury 
in prostatic involvement were extremely satisfying, 
often occurring in less than twenty-four hours. With 
these complications particularly the drug seemed a 
heaven-sent panacea, and only the rare patient failed 
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thirds of the patients presenting side 
reactions, ranging in severity from 
mild uneasiness to fever, cyanosis and 
severe dermatitis, necessitating hos- 
pitalization or confinement to their 
home; but, as can readily be seen 
from the blocked diagrams, the rela- 
tive incidence of the various degrees 
of side reactions were essentially the 
same with all types of therapeutic 
response. It is probable therefore | uration 27 dave prior 
that the mechanism of cure rests on a 
basis different from that which pro- 
duces the constitutional upset. 
Potter * and Mahoney * report the 
results of sulfanilamide with chronic 
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gonorrhea to be better than those with 
acute gonorrhea. In this series, as 
the block figures in chart 2 indi- 
cate, there was no significant difference in the ratio 
of cure to the duration of the infection prior to 
treatment. 

Similarly, cross tabulation of the initial diagnosis 
with curative response to the drug, as shown in chart 3, 
shows strikingly similar ratios. Apparently the cura- 
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Chart 2.—Is response correlated to duration of gonorrhea prior to administration of sulfanilamide? 


to respond with at least symptomatic improvement. As 
will be brought out in an analysis of the second series, 
sulfanilamide has been of even greater importance in 
the preventing of these unfortunate complications. 
Although no gonorrheal ophthalmia was seen in these 
200 cases, the response with this dreaded complication 
is the most satisfying of all. Of twenty patients treated 
at the Los Angeles County Hospital, nineteen were 
cured with dramatic success and the twentieth, although 
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having a minor relapse, retained the sight in both eyes. 
This is in keeping with the results quoted by Willis.** 

Only one patient with gonorrheal arthritis was seen 
in this series and he responded well, but this was con- 
trary to the experience in the urologic section of the 
county hospital, in which only seven of twenty-two 
patients obtained much relief. 

Table 3 shows the frequency and diversity of the side 
reactions encountered. Weakness and dizziness are so 
often present that they should be considered as con- 
comitants rather than as complications. As can be seen, 
in only a few cases were the symptoms so severe as to 
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by benzine-derived drugs. Four of this series of 
patients had definite paresthesias, and another had a 
definite psychosis during the period of the drug admin- 
istration. Since our recognition of the significance of 
the pigment in the urine, we have used its appearance 
as a signal for discontinuance of therapy, and the inci- 
dence of rashes has diminished. 

The most serious toxic manifestation was the devel- 
opment of acute toxic hepatitis (reported elsewhere). 
The patient on his own initiative took 15 grains (1 
Gm.) of sulfanilamide six weeks after its use had been 
discontinued because of the fever-rash syndrome. 


contraindicate further use of the 
drug. The “drunk feeling” and loss 
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of sleep so frequent of occurrence 
sequences and were therefore disre- 
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The truly serious side reactions, 
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by a rash, which appeared in from 
twenty-four to forty-eight hours and 
simulated the eruptions of measles 
or secondary syphilis. Two of the patients with rash 
were mistakenly quarantined in the first days of the 
drug’s use. One third of the rashes were of the photo- 
sensitive type, with sharp lines of demarcation at the 
covered parts of the body. In only one of these cases 
was the prognosis doubtful. This patient had gen- 
eralized edema but went on to a complete recovery in 
fourteen days. 

Investigation of the cases of the toxic rash syndrome 
revealed an interesting fact pertaining to the urine. 
From twenty-four to forty-eight hours previous to the 
onset of rash, the urine became deep orange or slate 
colored. The color was so similar to that observed in 
hematoporphyrinuria that examinations for hemato- 
porphyrin were carried out early in June 1937. Because 
of some technical difficulty the tests were reported as 
negative, and not until January 1938 did we again try 
to identify this as the causative pigment. At this time 
the urine of three successive patients with rash showed 
positive spectroscopic reactions for hematoporphyrin. 
The presence of this metabolic disturbance is possibly 
the key to many of the bizarre neurologic complaints 
reported and to the occasional nerve palsies reported by 
Potter * and Bucy.’® Mason, Courville and Ziskind,'® in 
their monograph on the porphyrins, described similar 
phenomena and the induction of hematoporphyrinuria 


13. Willis, Tapers Suitaniiomide in Ophthalmia Neonatorum, Yale. J. 
Biol. & Med. 275 (Jan.) 1938 

14. Hagem O., and Blake, Francis C.: Specific 
Reaction to Sulfanilamide, J. A. A. 109: 28) 1937. 
Newman, Ben A., and Sharlit, Herman: Sulfanilamide: A Photo. 
sensitizing Agent of the Skin, ibid. 109:1036 (Sept. 25) 1937. 
chwentker and 

15. Bucy, Paul C.: Tox Bigg — Resulting from Sulfanilamide, 
J. A. M. A. 109: 1007 (Sept. 2 5) 1937. 

16. Sty Courville and Ziskind: Hematoporphyrin, Medicine 12: 355 
(Dec.) 1 


Chart 3.—Is response correlated to extent of gonococcic involvement ? 


Within five hours there developed an urticarial rash, 
which disappeared in several days, but the patient 
became progressively worse and on the sixth day was 
definitely jaundiced. Evidence of liver damage pro- 
gressed, with the icterus index climbing to 200 and the 
urea nitrogen content dropping to 8 mg. per hundred 
cubic centimeters of blood. After five weeks of hepatic 
insufficiency the patient finally recovered, apparently 
with complete recovery of liver function. 

The toxic side reactions may therefore be grouped 
into four classes: | 

1. The generalized systemic reactions, 
malaise and the fever-rash syndrome. 

2. The hemopoietic depressions, including the agranu- 
locytic and hemolytic anemias reported but not found 
in this series."* 

3. Toxic involvement of either the central or the 
peripheral nervous system. 

4. The sensitization phenomena similar to those which 
occur with arsphenamine, cinchophen and aminopyrine. 

Table 4 emphasizes the necessity for using even 
greater perseverance in testing for cure and caution 
before allowing the patient sexual license. There are 
two factors which may bring this drug into disfavor : the 
toxic reactions just discussed and the spread of the dis- 
ease by patients who have been lulled into a false sense 
of noninfectiveness by the abrupt disappearance of dis- 
charge. Pelouze** laid great stress on the necessity 
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of maintaining the most rigid criteria of cure. Car- 
penter,’® Jones *° and others have reported an altered 
morphologic appearance of the gonococci under the 
influence of sulfanilamide therapy. Carpenter feels 


Taste 1—Summary of Results in 200 Cases Observed for 
at Least Three Months 
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that greater reliance will have to be placed on cultural 
methods. Remission must not be confused with cure. 
In forty-one cases all macroscopic evidence of discharge 
and microscopic evidence of pyuria disappeared with 


TaBLe 2—Response to Sulfanilamide of Gonococcic 
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the use of sulfanilamide but cure was disproved by 
exacerbation which occurred after cessation of therapy 
or was induced by the provocative tests. In twenty- 
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three cases this occurred once and in fourteen, twice, 
and in four there were three distinct remissions without 
cure. Yet we feel that if the tests of cure are instituted 
at least a week after all therapy has been discontinued 
and include passage of sounds, instillation of silver 
nitrate, prostatic massage to obtain discharge, the use 
of alcohol, and intercourse, with thorough search of 
smears after these procedures, the remissions can be 
definitely differentiated from cure. In only three of the 
cases in which we had pronounced the patient cured 
has the last year’s observation proved wrong. 

The second series, comprising 1,425 patients, as 
mentioned previously, were treated under a different 
plan. The limitations of the clinical facilities and the 
reluctance of the patients to attend the clinic as fre- 
quently as we felt necessary prevented the use of 


TABLE 3.—Analysis of Subjective Side Reactions With 
Sulfanilamide 


Number Percentage 
f 


Patients Patients 


Symptom Comment 

Weakness............... 72 36 Most frequent but of little 
significance 

Ua adiibsuavocas: 60 30 Only 2 patients had to discon- 
tinue use of drug on this 
account 

Headache.,............. 33 16.5 

Anorexia................ 32 16 

“Drunk feeling’’........ 25 12.5 

Sleepiness............... 22 ll 

General aching.......... 19 9.5 

19 9.5 

19 9.5 Oxygen tent for 1 patient for 
24 hours 

11 6.5 About 50% photosensitive 

Constipation........... 6 3 

Diarrhea................ 2 1 

Paresthesia............. 4 2 

Cycloplegia, temporary 1 0.5 

Precordia] pain......... 2 1 

Temporary deafness... . 1 0.5 

Discontinuance of drug 

due to side reactions.. 17 8.5 

1 0.5 

Toxie necrosis, liver.... 1 0.5 Case report elsewhere 

Peripheral neuritis... ... 0 0 1 case known outside this 
series 

Hemolytic crisis........ 0 0 No hemoglobin content less 
than 50 per cent 

Agranulocytosis........ 0 0 Frequent blood counts with 


toxic patients; 3 cases of 
comparatively mild leuko- 
penia 


maximum tolerance doses of the drug. The previous 
experience with toxic side reactions convinced us that 
without close supervision the dangers of a fatal mishap 
were great. An attempt was made to see the patient 
at least twice weekly during treatment, and if this was 
impossible only small doses of sulfanilamide were pre- 
scribed. The average patient was instructed to take 80 . 
grains of sulfanilamide for the first two days, but any 
except the mildest symptoms called for immediate dis- 
continuance until the next visit. The maintenance 
doses were definitely less than those prescribed in the 
first 200 cases. More dependence was placed on acces- 
sory local therapy, and this was prescribed early in the 
course of treatment in most cases. Despite the zealous 
efforts of the overworked truant officer, it was impos- 
sible to keep the patients in attendance until all tests 
of cure had been completed. The results in this large 
group probably more closely approximate those which 
can be expected by the average practitioner and in the 
public health control of gonorrhea. 


V 
19 


VoLtume 112 
UMBER 8 


Table 5 illustrates what one may expect under these 
conditions. Forty-seven per cent of the patients 
showed excellent curative response, taking less than a 
month for cure. With 23 per cent cure was effected 
with much greater ease and celerity than could ever 
be expected without the use of sulfanilamide. With 
19 per cent the gonorrhea was prolonged over two 
months or use of the drug could not be continued, 
because of side reactions. The remaining 11 per cent 
of the patients so successfully eluded the truant officer 
that the nature of their response could not be deter- 
mined. 

The occurrence of only sixty-three complications was 
in great contrast with the proportion of approximately 
15 to 2G per cent which was observed in the days ante- 
dating sulfanilamide. This was paralleled by a strik- 
ing reduction in the number of patients with gonorrheal 
complications admitted to the general hospital. During 
the last six months of 1936, 189 patients were admitted 
with acute adnexal and metastatic involvement ; during 
the same period in 1937 the figure was reduced to 
seventy-eight, and less than half of these patients had 
been given the benefit of sulfanilamide therapy prior 
to the development of their complications. The com- 
parison of the thirty-one day average of clinic atten- 
dance for this series of 1,425 patients with the 
eighty-three day average for 2,000 patients in 1936 
is another proof of the value of this drug. 

Of 1,425 patients, 102, or 7 per cent, were unable to 
tolerate the drug. As can be seen, the fever-rash 
syndrome occurred in approximately 4 per cent. In 
none of these cases was the outcome doubtful, probably 
because of smaller doses of the drug and earlier dis- 
continuance whenever evidence of the peculiar urinary 
pigmentation occurred. 


Tas_e 4.—Reliability of Curative Criteria (200 Cases) 


One Two Three 

Apparent Apparent Apparent 

Relapse Relapses  Relapses 

ay clinical remission; on 

patients patients patients 

Discharged as cured after tests; but 

returned with recurrence............... 3 0 0 


TaBLeE 5.—Second Series (1425 Patients) 


o. of 
Patients Percentage 


Excellent results; cure in Jess than one month....... 681 47.8 
Good results; cure in less than two months without 

development of gonococcic complications.......... 323 22.7 
Side reactions causing discontinuance of drug....... 102 7.1 
Average clinical attendance. 31.05 days 
Average clinical attendance in 1936, prior to use of sulfanil- 


Of sixty-three gonorrheal complications occurring in 
this series, only fourteen occurred during administra- 
tion of sulfanilamide. The rest occurred either prior 
to or after the cessation of its use, making a total of 
less than 1 per cent of complications during the admin- 
istration of the drug. 

SUMMARY 


In the first series, with close observation and maxi- 
mum tolerance doses of the drug, three fifths of the 
patients showed a cure in less than one month with no 
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accessory treatment. In another one fifth the results 
were far superior to what might be expected without 
the use of sulfanilamide, cure occurring in less than 
two months and with a mild course. With the remain- 
ing one fifth its use could not be classed as a success, 
either because of intolerance or because of failure of 
the drug to alter the course of the disease from what 
might be expected with the usual treatment. The effi- 


TABLE 6.—Side Reactions Causing Discontinuance of Drug 
(102 Patients) 


Percentage of 
No.of ‘Total Patients 
Pat ents Treated 


Vomiting and gastrointestinal disturbance..... ll 0.76 
Low hemoglobin content....................0005 3 0.21 


Taste 7.—Complications, Second Series (1,425 Patients) 


No. of 
Patients Percentage 


Present before administration of sulfanilamide 19 1.3 
Occurring during administration................ 14 0.9 
Occurring after cessation of therapy............ 30 21 


ciency of the drug was found to be independent of the 
degree of side reactions, the duration of the disease 
prior to its use or the extent of the involvement of the 
urinary tract. One exception to this rule was with non- 
draining gonorrheal recesses. Side reactions were fre- 
quent and diverse. Of 1,425 patients treated under 
conditions which would probably closely approximate 
the average, 50 per cent showed excellent results, with 
cure in less than a month, and one fourth had a com- 
paratively mild illness and cure within two months. 
With the remaining one fourth the results were 
unknown or were not completely successful, because 
of intolerance to the drug, or the disease was not appre- 
ciably different than before the era of sulfanilamide. 
None of the 1,625 patients died and none had any 
marked blood dyscrasia. One almost fatal toxic necrosis 
of the liver and one alarming attack of cyanosis 
occurred. 
COMMENT 

Even the most conservative consideration of these 
results confirms the statement that the use of sulfanil- 
amide is of unprecedented efficacy in the cure of gonor- 
rhea and its complications in the male. Only one 
other method produced comparable results, the expen- 
sive and dangerous hyperpyrexia. Most students of 
the public health aspect of gonorrhea agree that hyper- 
pyrexia could not be a significant factor in any control 
program because the expense alone eliminates the pos- 
sibility of its use by all except the comparatively 
wealthy. Yet it is well recognized that the gonorrheal 
reservoir is the mass of young and comparatively 
indigent persons. Even if government subsidy were 
to provide the necessary funds, only the overzealous 
would subject a patient with uncomplicated gonorrhea 
to a procedure which carries a mortality varying from 
0.5 to 5 per cent. Sulfanilamide, on the other hand, 
is an inexpensive drug, easily administered; perhaps, 
from recent experience, much too easily. Superficially, 
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it too is subject to the criticism that the treatment is 
more dangerous than the disease. 

We concede that with the male the use of sulfanil- 
amide will carry a higher mortality than gonorrhea 
itself. We do not feel that the danger is inherent in 
the use of the drug but realize that much self admin- 
istration will unquestionably lead to some fatalities. 
Moreover, members of the medical profession must 
realize that the same fatal outcome may occur with 
their own prescription unless frequent clinical and 
laboratory observation is insisted on. We feel strongly, 
however, that gonorrhea is a disease which cannot be 
thought of in terms of mortality. It must be realized 
that the immediate and the distant morbidity of gonor- 
rhea is incomparably more forbidding than simple mor- 
tality statistics indicate. In loss of work gonorrhea 
ranks second only to the common cold. Often a long 
series of gonorrheal complications have laid the patient 
up for from Weeks to months, resulting in hardship on 
an entire family of dependents. Not only financially 
but socially the problem has great significance, because 
of the untold number of sterile unions directiy attrib- 
utable to gonorrhea in one of the partners. Finally, 
one must realize that, although for the male gonorrhea 
carries a negligible mortality, for the female it carries 
an ultimate mortality of from 1 to 2 per cent, not from 
the gonorrhea itself but from the pelvic operations it 
necessitates. 

We propound still another argument to warrant our 
continued use of sulfanilamide in all cases of gonorrhea 
despite our concession that its use will give a higher 
mortality than the disease alone. Gonorrhea, like any 
other highly infectious disease, increases in geometric 
progression to the number of infected carriers. Candid 
urologists everywhere admit that heretofore the average 
duration of gonorrhea as treated throughout the country 
was not six weeks, as was optimistically written in 
many textbooks, but probably in the neighborhood of 
from four to six months. With the aid of sulfanil- 
amide, 75 per cent of the patients should be cured in 
well less than eight weeks. We feel that this marked 
decrease in the number of gonorrheal carriers at any 
one time must inevitably result in the reduction of 
gonorrhea to a minor control problem from its present 
forbidding stature. 

We feel therefore that sulfanilamide must be con- 
sidered in the same light as the arsphenamines, of 
unparalleled value in the control of a widespread and 
highly communicable disease and a drug which demands 
caution and intelligence in its use and which, if prop- 
erly used, should be the solution of what has been a 
most trying problem from both an individual and a 
social point of view. 


ABSTRACT OF DISCUSSION 

ON PAPERS OF DR. CLARK AND DRS. SILVER AND ELLIOTT 

Dr. A. Ermer Bert, Los Angeles: My experience tallies 
with that of Anson Clark, who has found suifanilamide effective 
in dealing with almost all infections of the urinary tract except 
that by Streptococcus faecalis. To this exception I must add 
infection by Streptococcus viridans. I have also found its 
effectiveness low with the gram-negative cocci, especially Staphy- 
lococcus aureus. Clark's careful summary teaches that a con- 
siderable amount of investigation of the patient’s condition is 
necessary in order to use the drug properly. Examination of 
urinary sediment in the fresh mount and stained specimen, cul- 
tures of urine and determinations of pu are advocated. In my 
experience the level of sulfanilamide in the blood is important, 
since it has been found that in 50 per cent of cases of failure 
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there has been a persistently low concentration of the drug in 
the blood. This may be due to a hypersecretion from too great 
fluid intake. When a level of only 4 to 6 mg. is present in the 
blood I lower the fluid intake, discontinue coffee and tea and 
increase the dose of sulfanilamide until a level of 11 mg. is 
obtained. In sulfanilamide physicians have at last a urinary 
antiseptic which acts on both sides of the urinary tract—on the 
blood and on the urine—and therefore, unlike mandelic acid, is 
effective when the secretory power of the kidney is poor. In 
patients with an impaired renal secretory mechanism the blood 
level mounts rapidly and an early estimate may prevent too 
heavy an intake of the drug. The absorption rate of sulfanil- 
amide is known to be rapid. Absorption is complete within four 
hours after oral administration. To the list of adverse reactions, 
cyanosis, dyspnea, acidosis, deafness and nausea, I must add the 
occurrence of extreme dermatitis and exfoliation of the exposed 
parts of a man of pink complexion after exposure to sunlight. 
This lasted ten days in spite of withdrawal of irritants, sunlight 
and the drug. All other unpleasant side reactions disappear at 
once after withdrawal of the drug. I am especially proud of 
the excellent summary presented by Drs. Silver and Elliott of 
an extremely large group of cases of gonorrhea treated by the 
Los Angeles Health Department. Work of this nature is often 
a little casual and uncontrolled, but I have great confidence in 
the care, accuracy and intelligence of Barney Silver. I wish 
to enlarge on one point he has made. He has noted that a 
search for the site of the persistent lesion in patients who have 
shown recurrences after sulfanilamide therapy often reveals a 
walled-off lesion which has to be treated locally before sulfanil- 
amide becomes effective. This tallies with my experience and 
leads me to mention the use of sulfanilamide in association with 
artificial fever. I have found that in 83 per cent of cases of 
failure with sulfanilamide alone cure was later achieved with 
a combination of sulfanilamide and artificial fever. 

Dr. James R. Ditton, San Francisco: With the develop- 
ment of chemotherapy it has become incumbent on urologists to 
study more closely and observe the reaction and response of 
the patient to the particular treatment, and we are approaching 
the category of the dermatologist in our ability to shift from 
one drug or form of treatment to another to meet the individual 
requirements. It was brought out by Dr. W. F. Braasch a 
year ago that the specific treatment may eliminate the organism 
producing the acute condition but that another submerged one 
will persist as a chronic offender, resisting all efforts at chemo- 
therapy. After a period of chronic inflammatory reaction, 
pathologic and anatomic changes may take place which demand 
adequate drainage for the kidney and bladder as well as clear- 
ing up of foci of infection. I should like to stress two points 
regarding sulfanilamide: 1. After an infection has responded 
and has been apparently cured, if a recrudescence is produced 
by the same organism it frequently fails to respond to the second 
course of treatment. 2. Patients who sometimes show violent 
reactions to the customary doses of an ordinary pharmaceutical 
product of sulfanilamide will frequently tolerate a kind of sulf- 
anilamide carrying a proprietary name and a possibly better 
guaranty of purity. Damaged kidneys frequently cannot handle 
heavy doses of any urinary antiseptic, and smaller doses should 
be used for acute or subacute conditions, with possibly a better 
result. 

Dr. W. Ray Jones, Seattle: Sulfanilamide, while a most 
efficient remedy, has multiplied the difficulties of proving the 
presence or absence of gonococci. Too many sulfanilamide- 
treated persons, classed as cured by the ordinary clinical and 
laboratory methods, have later communicated the disease. Con- 
versely, there is more difficulty than ever before in proving that 
other organisms are not gonococci. The Gram stain fails 
because both gonococci and the other organisms change their 
characteristics or mutate to meet the change in environmental 
conditions. The clinician must either be his own technician or 
work in closest collaboration with one to safeguard the patient 
in diagnoses of gonorrhea under these conditions. For a pre- 
sumptive diagnosis it may be necessary to rely on seeing organ- 
isms growing on, about and in between the epithelial cells. 
Points to remember are that gonococci on epithelial cells stain 
deeply, have sharper outlines and are arranged in better clusters, 
and that the diplococcic arrangement may be irregular. Final 
diagnosis rests on either finding typical organisms or no typical 
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forms for a sufficiently long period to justify considering the 
person noninfectious. Sulfanilamide has multiplied the tech- 
nician’s work and added greater uncertainty to the value of his 
results. 

Dr. Wirt B. Dakin, Los Angeles: I wish to present a new 
“believe it or not” incident: The officers on a submerged sub- 
marine noticed that one of their sailors was cyanotic. The 
vessel was promptly brought to the surface. With hatches open 
they rushed to their base, where the patient was hospitalized. 
The submarine’s oxygen apparatus was overhauled but nothing 
found wrong. This incident cost the navy (American taxpayers) 
about $5,000. The sailor had been treating himself with sulf- 
anilamide. On being discharged from the navy hospital he con- 
sulted a civilian urologist and said “Doctor, you must not repeat 
what I have told you. If the navy officers found this out I 
should be hung by the heels from the tallest yardarm.” 

Dr. Anson L. Ciark, Oklahoma City: Dr. Helmholz has 
been kind enough to emphasize the infecting organism Strepto- 
coccus faecalis. In diagnosis when this type of micro-organism 
is present may I make a plea for closer cooperation between the 
clinician and the laboratory? Recently I had a report from the 
laboratory of a large hospital that the urine showed short- 
chained streptococci. Such a report would lead one to believe 
that sulfanilamide would be of therapeutic value. In examining 
the slide carefully myself I found the diamond-shaped strepto- 
cocci in pairs typical of Streptococcus faecalis. This organism 
apparently is not inhibited in its growth by sulfanilamide. May 
I again suggest that urologists familiarize themselves with 
brucellosis because of the important effect this type of infection 
may have on the urinary tract? Therapeutic measures in the 
treatment of brucellosis vary widely, from administration of 
vaccines to fever therapy. In my experience a carefully pre- 
pared vaccine, such as the Parke Davis product, has given the 
most uniformly satisfactory results. It must be remembered 
that the dose usually suggested is much larger than should be 
given if one would avoid the unpleasant complications many 
have encountered in giving undulant fever vaccine. 


Dr. Henry F. Hetmuorz, Rochester, Minn.: I want to 
emphasize one thing about the bacteriologic examination of the 
urine. It is outstanding that Streptococcus faecalis is the one 
organism that apparently grows almost as well in a solution of 
sulfanilamide as it does in a broth culture, so that it cannot be 
hoped that sulfanilamide will cure an infection caused by 
Streptococcus faecalis. In cases in which sulfanilamide has 
been administered, one not infrequently sees Escherichia coli 
disappear from the urine, only to find that a pure culture of 
Streptococcus faecalis remains; in such cases there unquestion- 
ably has been a double infection. Owing to the fact that 


‘Escherichia coli overgrows the various organisms in the urine, 


it appears to be the only infecting organism. Sulfanilamide 
therapy eliminates all Escherichia coli organisms, leaving merely 
Streptococcus faecalis on culture. In going over some of my 
old records of treatment with methenamine, the ketogenic diet 
and mandelic acid, I found when the infection was clearing up 
that Escherichia coli disappeared first and that a few colonies 
of Streptococcus faecalis remained on the plates. Thus Strepto- 
coccus faecalis is also resistant to these other forms of therapy, 
which fortunately will end the infection with a few extra days 
of treatment. Strangely enough, if treatment is discontinued 
before the urine is sterilized it will be found that within a few 
days only Escherichia coli will be present and it will not be 
possible to see Streptococcus faecalis. This same thing applies 
to Escherichia coli and Pseudomonas. At the Mayo Clinic my 
associates and I have observed two cases now in which after 
elimination of Escherichia coli a pure culture of Pseudomonas 
was obtained. In both cases there were small stones in the 
kidney and we were never able to clear up the infection. There 
is one other point I should like to mention, namely that Staphylo- 
coccus aureus apparently is the organism most susceptible to 
sulfanilamide therapy, and yet the clinical results are poor in 
cases in which this organism is present. I think this probably 
indicates that the infection caused by Staphylococcus aureus is 
not a superficial infection but that the deep tissues are involved 
and the sulfanilamide does not reach the organism in sufficient 
concentration to kill it. Certainly staphylococcic septicemia and 
osteomyelitis do not yield readily to sulfanilamide therapy. 
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SURGICAL LIGATION OF A PATENT 
DUCTUS ARTERIOSUS 


REPORT OF FIRST SUCCESSFUL CASE 


ROBERT E. GROSS, M.D. 
AND 
JOHN P. HUBBARD, M.D. 


BOSTON 


The continued patency of a ductus arteriosus for 
more than the first few years of life has long been 
known to be a potential source of danger to a patient 
for two reasons: First, the additional work of the left 
ventricle in maintaining the peripheral blood pressure 
in the presence of a large arteriovenous communica- 


tion may lead eventually to cardiac decompensation of 


severe degree. Second, the presence of a patent ductus 
arteriosus makes the possessor peculiarly subject to 
fatal bacterial endarteritis. While it is true that some 
persons have been known to live to old age with a patent 
ductus of Botalli, statistics have shown that the major- 
ity die relatively young because of complications arising 
from this congenital abnormality. Dr. Maude Abbott? 
presented a series of ninety-two cases which came to 
autopsy in which it was shown that the patient had had 
a patent ductus arteriosus without any other cardio- 
vascular abnormality. Of these patients, approximately 
one fourth died of bacterial endarteritis of the pul- 
monary artery and an additional one half died of slow 
or rapid cardiac decompensation. The average age of 
death of patients in this series was 24 years. 

The complications arising from the persistence of a 
patent ductus arteriosus would seem to make surgical 
ligation of this anomalous vessel a rational procedure, 
if such a procedure could be completed with promise of 
a low operative mortality. Dramatic results have pre-. 
viously been obtained in persons with cardiac enlarge- 


‘ment and decompensation resulting from a peripheral 


arteriovenous aneurysm when the short-circuiting 
vessels have been ligated or excised. On_ similar 
theoretical grounds, future cardiac embarrassment 
should be averted if a shunt between the aorta and the 
pulmonary artery could be removed. It would also 
seem plausible to expect that the shutting off of the 
anomalous stream of blood pouring into the pulmonary 
artery would lessen the formation of the thickened 
endothelial plaques within the pulmonary artery, which 
are so likely to be the seat of later bacterial infection. 
The surgical approach to the aortic arch and pulmonary 
conus having been studied previously in animal experi- 
mentation,’ it seemed within reason that a patent ductus 
could be adequately exposed in man and _ possibly 
ligated without undue danger. It was therefore decided 
to undertake the operation in a child who presented the 
classic signs of a patent ductus arteriosus. At the age 
of 7 years she already had cardiac hypertrophy, which 
developed presumably from the embarrassment result- 
ing from the anomalous communication. It was to be 
expected, therefore, that she would have increasingly 
severe disability in the future, aside from the danger 
of having bacterial endarteritis develop. 


From the Surgical and Medical Services of the Children’s Hospital and 
the Lag may of Surgery and Pediatrics of the Harvard Medical School. 
Abbott, Maude E.: Atlas of Congenital Heart Disease, New York, 
Asaaniane Heart Association, 1936, pp. 60-61. 
2. Holman, Emile: Arteriovenous Aneurysm, New York, Macmillan 
Company, 1937, pp. 169-178, 
3. Gross, Surgical Approach for Ligation of a Patent Ductus 
Arteriosus, New ME ty J. Med., to be published. 
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REPORT OF CASE 

History.—L. S., a girl aged 7% years, entered the hospital 
Aug. 17, 1938, for study of her cardiac condition. The family 
history was irrelevant. She was born normally at full term. 
No cyanosis was noted at birth or during the postnatal period. 
The records of the hospital where she was born give no infor- 
mation about an examination of the heart at that time. At the 
age of 3 years she was. seen in the cardiac clinic of another 
hospital, where it was found that she had physical signs sug- 
gesting congenital malformation of the heart. At that time 
she had a precordial thrill and a loud murmur. The carotid 
pulsations were abnormally marked, and pistol shot sounds 
could be heard over the brachial and femoral arteries. The 
blood pressure was recorded in both arms as 104 mm. of mer- 
cury systolic and 0 diastolic. There was definite cardiac 
enlargement, as shown by teleoroentgenograms. The diagnosis 
made at that time was “congenital malformation of the heart 
with a patent ductus arteriosus.” 

During the next four years she was seen in several different 


hospitals, where the same diagnosis was made. At no time 
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Daily blood pressure readings of the pont with a patent ductus arteri- 
osus before and after operation. Prior to operation the large ductus 
opening from the aorta produced a low diastolic pressure. Following opera- 
tive closure of the ductus, the diastolic pressure rose to twice its former 
level. The average daily diastolic pressure preoperatively was 38 mm. of 
mercury. The average diastolic pressure postoperatively was 80 mm. of 
mercury. The arrow points to the time of operation. 


had cyanosis been observed. Dyspnea developed after moderate 
exercise, and her physical activities had been limited accord- 
ingly. She had never had peripheral edema or other evidence 
of cardiac decompensation. Frequently the child had been 
conscious of “something wrong in the chest” and her mother 
spontaneously offered the information that she had heard a 
“buzzing noise” in her daughter’s chest when standing nearby. 

Physical Examination—At the time of admission, the patient 
was slender and undernourished. The pulsations of the carotid 
arteries were abnormally forceful. The radial pulse was of 
the Corrigan type, and a capillary pulsation was readily seen. 
The veins over the chest were somewhat prominent. There 
was a precordial bulge. The heart was definitely enlarged by 
percussion, the enlargement being for the most part to the 
left. Over the entire precordium there was a prominent coarse 
thrill which was most intense in the third interspace to the 
left of the sternum. This thrill was continuous but was 
accentuated during systole. There was a rough “machinery” 
murmur heard with maximal intensity over the pulmonic area 
to the left of the sternum in the second and particularly in the 
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third interspace. It was continuous throughout the cardiac 
cycle but like the thrill was greatly accentuated during systole. 
It was transmitted to the left along the third interspace and into 
the axilla with only slightly diminished intensity. The systolic 
element was heard faintly over the vessels of the neck and 
could be heard clearly in the right axilla and over the mid- 
thoracic region posteriorly. Blood pressure readings were 
respectively right arm 115/40, left arm 110/50, right leg 150/55, 
left leg 140/40 mm. of mercury. There was no clubbing of the 
fingers and no evidence of peripheral edema. The liver edge 
was palpable at the costal margin. The examination in other 
respects was negative. 

Laboratory Data—A 7-foot x-ray film of the chest showed 
the transverse diameter of the heart to be 11.7 cm., compared 
to an internal diameter of the chest of 20 cm. There appeared 
to be definite enlargement of the left ventricle. There was 
questionable prominence of the pulmonary artery. A mottled 
increased density around the lung hili was interpreted as 
representing circulatory congestion. Fluoroscopic examination 
showed a “hilar dance.” An electrocardiogram was normal, 
showing no deviation of the axis. The red blood count was 
5,080,000 cells per cubic millimeter and the hemoglobin was 85 
per cent (Sahli). Circulation time with dehydrocholic acid was 
10 and 8 seconds, respectively, on two tests. 

Operation—August 26, operation was undertaken (by 
R. E. G.) under cyclopropane anesthesia. The approach to the 
mediastinum was made through the left pleural cavity antero- 
laterally. Incision was made through the left third interspace, 
cutting the third costal cartilage, and the third rib was retracted 
upward. As the left lung was allowed to collapse inferiorly, an 
excellent view was gained of the lateral aspect of the medias- 
tinum. The parietal pleura covering the aortic arch and left 
pulmonic artery was then incised and these structures were 
directly exposed. A large patent ductus arteriosus was found, 
which was from 7 to 8 mm. in diameter and from 5 to 6 mm. 
in length. A palpating finger placed on the heart disclosed 
a continuous and very vibrant thrill over the entire organ, 
which was increasingly prominent as the finger reached up over 
the pulmonic artery. A sterile stethoscope was employed and 
an extremely loud continuous murmur was heard over the entire 
heart. When the stethoscope was placed on the pulmonary 
artery there was an almost deafening, continuous roar, sounding 
much like a large volume of steam escaping in a closed room. 

A number 8 braided silk tie was placed around the ductus 
with an aneurysm needle, and the vessel was temporarily 


‘occluded for a three minute observation period. During this 


time the blood pressure rose from 110/35 to 125/90. Since 
there was no embarrassment of the circulation, it was decided to 
ligate the ductus permanently. The ductus was too short to tie 
double and divide, so that ligation alone was resorted to. When 
the thread was drawn up tight the thrill completely disappeared. 
The chest was closed, the lung being reexpanded with positive 
pressure anesthesia just prior to placing the last stitch in the 
intercostal muscles. 

Postoperative Course-—The child underwent the operative 
procedure exceedingly well and showed no signs of shock. 
Prior to operation blood had been taken from a donor in order 
to have it ready whenever needed, but the patient’s condition 
was so good that it was not given. There was only mild dis- 
comfort on the afternoon of the day of operation, and on the 
following morning the child was allowed to sit up in a chair. 
By the third day she was walking about the ward. When the 
skin sutures were removed on the seventh day the wound was 
well healed, but because of the interest in the case the child 
was detained in the hospital until the thirteenth day. After 
the dressing was removed and the chest could be examined 
adequatély the thrill had completely disappeared, there was a 
faint systolic murmur in the left third interspace which was not 
transmitted over the precordium, and no murmur could be heard 
in the axilla, in the neck or over the back. The daily blood 
pressures which had been taken prior to operation and subse- 
quent thereto showed a striking change in the diastolic levels, 
as is shown by the accompanying chart. The average of the 
daily pressures prior to operation had been 114 systolic and 
38 diastolic as contrasted with a postoperative daily average 
of 108 systolic and 80 diastolic. 
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SUMMARY 

A girl aged 7% years had a known patency of the 
ductus arteriosus and beginning cardiac hypertrophy. 
In the hope of preventing subsequent bacterial endar- 
teritis and with the immediate purpose of reducing the 
work of the heart caused by the shunt between the 
aorta and the pulmonary artery, the patent ductus was 
surgically explored and ligated. The child stood the 
operative procedure exceedingly well. The most objec- 
tive finding, which indicated that the serious loss of 
blood from the aorta into the pulmonic artery had been 
arrested by operation, was a comparison of the pre- 
operative and postoperative levels of the diastolic blood 
pressure. Prior to operation the daily blood pressure 
showed an average diastolic level of 38 mm. of mercury 
as compared with a postoperative diastolic level of 80 
mm. of mercury. This is the first patient in whom 
a patent ductus arteriosus has been successfully ligated. 


Clinical Notes, Suggestions and 
New Instruments 


SULFANILAMIDE THERAPY IN ACTINOMYCOSIS 


Epwin M. M.D., ann Ecpert H. Fett, M.D. 
CHIcaGco 


As the experience with sulfanilamide enlarges it becomes 
increasingly apparent that its usefulness covers a wide field. 
To the long list of diseases favorably affected by its administra- 
tion has recently been added actinomycosis. Oliver Walker * 
of Liverpool reported a clinical cure of actinomycosis of the 
lower part of the abdomen in a man aged 23 in whom the 
disease developed after an operation for ruptured appendix. 
Compound solution of iodine and potassium iodide had been 
given for a brief period, without apparent benefit. Sulfanilamide 
was then employed in 15 grain (1 Gm.) doses by mouth three 
times a day for five days, at the end of which time a definite 
diminution in the discharge was observed and a disappearance 
of the sulfur granules was noted. So striking was the improve- 
ment that after an interval of ten days sulfanilamide therapy 
was resumed in the same doses for five more days. When the 
patient was seen at the end of three months the abdominal wound 
was entirely healed and the general condition excellent. 

The experience which we have to report has to do with an 
11 year old white boy who was admitted to the children’s sur- 
gical ward of the Cook County Hospital Oct. 19, 1937. There 
was a tender inflammatory mass the size of an orange in the 
middle of the lower part of the abdomen between the umbilicus 
and the symphysis. The temperature was 101 F. and the white 
blood cell count 14,100. The urine was normal. At first glance 
it seemed probable that the process was either an appendical 
abscess or an infected cyst of the urachus. The swelling had 
been present for about one week, was associated with a loss of 
several pounds and had followed a rather prolonged period of 
difficulty in urination. There was nothing suggestive of an 
attack of appendicitis. Catheterization did not affect the size or 
shape of this swelling, although a cystogram seemed to indicate 
an extramural mass causing pressure on the dome of the bladder. 
Hot dressings were applied for several days; the skin became 
more reddened, fluctuation developed and the process pointed at 
the umbilicus, where spontaneous opening occurred October 29. 
Eleven days later an incision for better drainage was made over 
the center of the mass by Dr. Gatewood, and several ounces of 
thick pus was liberated. The wall was thick and the character 
of the discharge strongly suggested actinomycosis. After this 
suspicion had been confirmed by microscopic examination of 
the granules we were able to elicit from the patient the fact that 
during the summer months of 1937 he had been in the habit of 
playing a good deal in the fields and would often chew bits of 
grass, hay and straw. 


Walker, Oliver: 


Sulfanilamide im the Treatment of Actinomycosis, 
Lancet 1: 1219 (May 28) 1938. 
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All the well known methods of treating actinomycosis were 
immediately begun. Seven grains (0.45 Gm.) of thymol and 
potassium iodide were given once each day. To the surface of 
the wound a 10 per cent solution of thymol in cottonseed oil 
was applied twice daily. Roentgen therapy was started Novem- 
ber 19 and continued for four months, sixteen treatments being 
given at intervals of four to six days. The potassium iodide 
was gradually increased to 20 grains (1.3 Gm.) three times 
a day. During this regimen he became progressively worse. 
His temperature ranged between 101 and 102 F., he rapidly 
lost weight and the process in the lower part of the abdomen 
became larger and extended toward the right, where a new 
sinus opened just medial to the anterior superior spine. It 
seemed apparent that if the course of the disease did not change 
a fatal termination was almost certain. For this reason, purely 
on an empirical basis, the use of sulfanilamide was begun (Jan. 
18, 1938), 10 grains (0.65 Gm.) being used by mouth three times 
a day, in addition to the other medication. Almost coincident 
with this change in therapy, in fact within a week’s time, an 
improvement in the boy’s condition was observed. The mass in 
the lower part of the abdomen gradually became smaller and 
softer, and the amount of discharge diminished. The patient’s 
appetite returned, he began to pick up weight and his general 
appearance rapidly improved. By March 25, when he was dis- 
charged from the hospital (all medication except sulfanilamide 
having been stopped) he had gained 10 pounds (4.5 Kg.), he 
was eating well, the mass in the lower part of the abdomen was 
becoming steadily smaller, and little drainage was present. 

The boy has returned frequently to the outpatient clinic for 
observation. By July 18 the wound at the midline had entirely 
healed, although a new sinus opening of two weeks’ duration 
in the left lower quadrant was discharging a small amount of 
pus. August 29 this opening also had closed and on October 1 
all wounds were entirely healed. He had gained over 20 pounds 
(9 Kg.) and was eating normally and going to school. When 
last seen, Noy. 16, 1938, and shown at a clinic for alumni of 
the Cook County Hospital, the boy proudly stated that he 
weighed over 160 pounds (45 Kg.). He was certainly the pic- 
ture of robust health and showed no ill effects from the con- 
tinuous taking of sulfanilamide for about ten months. 

The evidence in this case leads us to believe that the agent 
responsible for the improvement and apparent clinical cure of 
the actinomycosis was the sulfanilamide, because the favorable 
change in the course of the disease was coincident with its use. 


INEFFECTIVENESS OF SULFANILAMIDE IN RABIES 
FROM VACCINATED DOGS 


Benjamin F, Hart, M.D., Etwyn Evans, M.D. 
WINTER Park, 


A white man aged 41, seen because of a mild digestive upset 
with vomiting and a generalized headache of twenty-four hours’ 
duration, strangled when he attempted to drink cold water. 
He stated that he had been bitten on the upper lip twenty-two 
days before the onset of symptoms by a neighbor’s dog while 
attempting to retrieve his own dog during a fight in which his 
dog also was bitten. Since both dogs had been vaccinated 
against rabies six months previously by the single injection 
method, he did not consult a physician. The neighbor’s dog 
was reported to have been restless for several days. It was 
confined but escaped and was struck by an automobile. It 
died, supposedly from injuries, two days after biting the patient. 
The patient’s dog became ill two weeks after the fight and died 
three days later. Neither dog’s head was submitted to the state 
laboratory for examination for rabies. 

The patient had a temperature of 101 F. and hyperactive 
reflexes. He was talkative and apprehensive. Although he 
could swallow warm water without difficulty, cold water caused 
spasm of the throat muscles. When he was offered a glass 
of cold water he reached for it but suddenly exclaimed “I can't 
do it” and buried his face in a pillow. No abnormality of the 
throat was found. A smear of material from the throat was 
negative. The urine showed a trace of albumin and a heavy 
sediment of amorphous urates but was otherwise normal. The 
red cell count was 4,700,000 and the white cell count 9,300. The 
Schilling differential count showed a shift to the left in spite 
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of the mild leukocytosis, as evidenced by from 8 to 10 stab cells 
per hundred leukocytes. 

After removal to a hospital, the patient became more nervous 
and could not swallow even saliva, which drooled from his 
mouth in quantities sufficient to wet his pillow and keep an 
attendant busy wiping his face. Nervous excitability increased 
rapidly. Sedatives were given in increasing amounts, in spite 
ot which he did not sleep or rest and it became necessary to 
shackle him in bed. In twenty-four hours he received a total 
of 12 grains (0.8 Gm.) of pentobarbital sodium rectally, 10 
grains (0.6 Gm.) of soluble phenobarbital intramuscularly, 
60 grains (4 Gm.) of chloral hydrate rectally, 1 grain (0.06 Gm.) 
of morphine intramuscularly and 2,000 cc. of 5 per cent dextrose 
in saline solution subcutaneously. 

Since there is no known specific drug for clinically developed 
rabies, sulfanilamide (neoprontosil) was tried. He was given 
20 grains (1.3 Gm.) intramuscularly every two hours for three 
doses and then every four hours until a total of 140 grains 
(9 Gm.) had been administered. His temperature continued 
to rise steadily for sixteen hours, reaching 105 F. rectally. He 
then passed into the paralytic stage, the temperature dropped to 
100.4 F. rectally and he died six and one half hours later. 


CONCLUSIONS 
1. The single inoculation method of rabies vaccination is 
unreliable and should not be depended on. 
2. Sulfanilamide (neoprontosil) does not seem to alter the 
progress of the disease in any way, 
226 East Park Avenue. 
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Tue Covuncitt on Puysicat THERAPY HAS AUTHORIZED PUBLICATION OF 
THE FOLLOWING REPORT, 

Tue COUNCIL WISHES TO EXPRESS ITS APPRECIATION FOR THE VALUE OF 
ASSISTANCE RENDERED IN THE PREPARATION OF THIS REPORT BY Drs, C. C, 
Buncu, Georce M. Coates, Let W. Dean, Epmunp P. FowLer, Austin 
A. Haypex, Isaac H. Jones, Dovuctas MACFARLAN, Horace Newnart, 
Burt R. Suurty ano WILLIAM P. Wuerry. 

Howarp A, Carter, Secretary. 


MINIMUM REQUIREMENTS FOR 
ACCEPTABLE AUDIOMETERS! 


1. Audiometers shall produce vibrations at frequencies within 
hearing range (approximately 128 to at least 8,192 cycles per 
second). 

(a) They shall be equipped for testing both air and bone 
conduction. 

2. Frequencies: (a) Fixed or continuous frequencies from 128 
to 8,192 cycles per second. Ii discrete frequency steps are 
provided, the tones shall be 128, 256, 512, 1,024, 2,048, 4,090, 
8,192 cycles per second. Numerical annotations to be used to 
designate pitch 

(b) The frequency of any test tone shall remain within 
+5 per cent of the designated value under the manu- 
facturer’s specified or indicated operating conditions. 
Dials shall be marked so that frequencies may be iden- 
tified readily. 

3. Attenuation: Audiometers shall be calibrated in decibels, 
with 5 decibels per step or less. In no case should more than 
5 decibel steps integral be used. Toleration limits to be within 
+ 1% decibels per 5 decibel steps and + 5 decibels cumulative 
at any portion of the intensity range calibrated in a room free 
from extraneous noises. Dials shall be easily read. The term 
“percentage hearing” shall not be used on dial or charts. Hear- 
ing losses shall be reported in decibels units loss. 

4. Range of intensity (air conduction only): The intensity 
range of the test tones above the normal threshold shall be at 
least that as follows: 


Test Tone Intensity Range 
Cycles/Sec. Decibels 
85 
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5. Wave form: The purity of tone in the air conduction 
receiver shall be such that the harmonics at any particular fre- 
quency shall be at a level not less than 25 decibels as measured 
on the closed coupler artificial ear of from 4 to 5 cubic cm. 
in volume; except for discrete frequency of 128, the harmonics 
shall be at a level not less than 20 decibels. 

6. Extraneous noises : 

(a) The level above threshold of the sound (for normal 
hearing people) caused by line noises (hum and commu- 
tator ripple) and all other instrument noises shall be at 
least 60 decibels below the level of the test tone for 
frequencies of 1,024 cycles per second and higher fre- 
quencies, and at least 40 decibels below the level of 
the test tone for frequencies below 1,024 per second. 

(b) A bone condugtion receiver shall be so constructed that 
it does not produce sound in the air to such an extent 
that the sound reaching the tympanum through the 
auditory meatus could influence the validity of the bone 
conduction measurement. When the bone conduction 
receiver is placed in approximately the same position 
as is used in testing bone conduction but is held just 
off the head instead of in contact, the level of the sound 
reaching the tympanum shall be at all frequencies at 
least 5 decibels below the level which the receiver 
generates by bone conduction when in contact with the 
head, as judged by a normal ear. 


7. Power supply: Either alternating or direct current or 
battery. 

8. Ruggedness of construction: Audiometers shall stand rea- 
sonable usage. Employment of readily obtainable and replace- 
able parts is required. 

9. Uniformity in calibration: Audiometers shall be calibrated 
thus: Intensity in decibels and frequency in number of vibra- 
tions per second. 

10. Air conduction receiver calibration: 

Notge.—While the responsibility for meeting the following 
requirements is primarily that of the manufacturer, it is recog- 
nized that the apparatus necessary for calibration is of some- 
what elaborate and special character and it is expected that 
there will be available central testing agencies acceptable to the 
Council on Physical Therapy to undertake the calibration of 
audiometers for those manufacturers who are not in a position 
directly to equip themselves. 

The following method shall be employed for the calibration 
of audiometer receivers: 

(a) Suitable receivers having permanent characteristics shall 
be used to determine the threshold of hearing of a large 
group of normal hearing people in a room free from 
extraneous noise. The electrical input required to elicit 
average normal threshold will then be known. 

The calibration of the receiver shall then be transferred 
to a suitable artificial ear. 

Receivers, having permanent characteristics, may be sub- 
mitted by audiometer manufacturers for calibration by 
comparison with the primary standards on the artificial 
ear. 


11. Audiogram or auditory chart: An audiogram blank shall 
use the same base line for bone conduction results as for air 
conduction results. The chart shall be as simple as possible. 
The coordinates of the chart shall be some appropriate number 
of decibels and octaves or fractions of an octave. In order 
that the chart may present a suitable visual impression there 
shall be a ratio of 1 to 2 between the dimension of a 10 decibel 
step and that of an octave step. 

12. Definition of threshold of hearing: The American Tenta- 
tive Standard Acoustical Terminology defines the normal thresh- 
old of audibility as the modal value of the thresholds of audibility 
of a large number of normal ears of persons in the age group 
from 18 to 30 years. For purposes of recording, the threshold 
of audibility at any frequency is the audiometer setting corre- 
sponding to the lowest intensity at which the person being tested 
indicates that he hears the tone more than half of the number 
of times that it is presented to him. 

13. Marketing and advertising: Rules of the Council on 
Physical Therapy shall be adhered to by manufacturers of 
acceptable audiometers. 


(b 
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Council on Pharmacy and Chemistry 
NEW AND NONOFFICIAL REMEDIES 


Tue CoUNCIL PUBLISHED A STATUS REPORT ON SULFANILAMIDE (THE 
JournaL, May 29, 1937, PAGE 1888). THE DRUG WAS LATER ACCEPTED 
AND A STATEMENT OF ACTIONS AND USES AND OF DOSAGE APPEARED IN 
Tue Journat, Jury 31, 1937, pace 358. A REVISED STATEMENT WAS 
PUBLISHED Ocr, 30, 1937, PAGE 1454. THE ENORMOUS AMOUNT OF WORK 
WHICH HAS BEEN DONE WITH THE USE OF THIS PRODUCT WARRANTS A 
SECOND REVISION OF THE ARTICLE, THe COUNCIL AUTHORIZED PUBLICA- 
TION OF THE FOLLOWING ARTICLE AND VOTED INCLUSION IN NEW AND 
NONOFFICIAL REMEDIES IN 1939. IN PREPARING THIS STATEMENT, THE 
COUNCIL HAD THE COLLABORATION OF Dr. Joun S. Lockxwoop, Dr. 
Perrin Lone, Dr. W. W. PALMER AND HIS ASSOCIATES, AS WELL AS THE 
AID OF THE REFEREE AND OTHER MEMBERS OF THE COUNCIL AND THEIR 
CONSULTANTS, Paut Nicnoras Leecnu, Secretary. 


SULFANILAMIDE (See New and Nonofficial Remedies, 
1938, p. 450). 

Actions and Uses.—Originally it was reported that sulfanil- 
amide acts against Lancefield’s group A strains of hemolytic 
streptococcus by virtue of an apparently specific effect on these 
organisms. More recent clinical evidence suggests that the 
action of this chemical may affect other organisms, especially 
certain gram-negative cocci. The evidence suggests that its 
action may be antibacterial. Experimental evidence indicates 
that at least one action of sulfanilamide (and possibly the only 
one of importance) is to render serum, spinal fluid, urine and 
other tissue fluids unfavorable as mediums for supporting the 
active multiplication of susceptible bacteria, In consequence, 
tissue invasion by these organisms may be prevented, production 
of toxic substances reduced, and the antibacterial mechanisms of 
the host are permitted to complete the recovery from infection. 

Sulfanilamide has been used primarily in infections due to 
beta-hemolytic streptococci, especially in the treatment of 
puerperal fever, erysipelas, hemolytic streptococcus septicemia, 
streptococcic sore throat, surgical infections with hemolytic 
streptococcus, and in the prevention or treatment of complica- 
tions of these diseases—notably streptococcic meningitis, peri- 
tonitis and suppurative arthritis. Present studies indicate that 
this drug is useful in the treatment of gonococcic infections. 
In some cases the results have been most striking, while in 
others the drug has not proved especially efficacious. In this 
connection it is well to note that the reactions following the 
administration of the drug are at least occasionally of a serious 
nature (see below). It has also been used in the treatment of 
gonorrheal vulvovaginitis in young girls, but recovery from the 
condition has not always been permanent with this agent. The 
literature also indicated usefulness in meningococcic infections 
and possibly gas bacillus infections. It must be remembered 
however that, because of the extensive application of this rela- 
tively new therapeutic agent, its use in these conditions requires 
caution and careful observation. This is especially true in view 
of the reactions which are discussed in the following paragraph. 
The evidence is incomplete at the present time for further con- 
sideration of the possible usefulness of this drug in infections by 
Bacterium coli, Bacterium typhosum and paratyphosum A and B. 
Several clinical reports have been published which suggest that 
Brucella infections and trachoma may respond to sulfanilamide 
therapy but it is not known whether all varieties of these dis- 
eases are susceptible. Certain infections of the urinary tract, 
notably those due to B. coli, have responded satisfactorily to 
sulfanilamide therapy, perhaps because of the high concentration 
of the drug in the urine. There is some indication that it is 
useful in pneumonia due to type III pneumococci. 

Toxicity—No patient should be treated with sulfanilamide 
unless arrangements are made for daily attention by a physician, 
This is because of the possibility of serious toxic effects, which, 
while not frequent, are somewhat unpredictable in their occur- 
rence and presumably have as their basis a peculiar idiosyncrasy. 
Many patients receiving sulfanilamide will show some degree of 
development of a slate gray type of cyanosis first apparent in 
the lips and nail beds but later suffusing the entire body. The 
exact nature of this cyanosis is unknown but it is not, in the 
opinion of most observers, a serious complication and its develop- 
ment in a patient with a serious infection is not an imperative 
indication for cessation of therapy. The dangerous complications 
of sulfanilamide therapy are hemolytic anemia, jaundice and 
agranulocytosis, and sometimes these reactions occur after rela- 
tively low dosage. Frequent estimation of the red and white 
blood cells and hemoglobin is essential for safe use of the drug, 
because if these complications are recognized early the use of 
transfusions and stopping the drug will usually result in prompt 
improvement. The drug produces fever with or without cuta- 
neous rashes in certain individuals, but such a drug fever usually 
does not develop until after several days of therapy. It has been 
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claimed that sulfanilamide induces acidosis and because of this 
the simultaneous use of sodium bicarbonate has been recom- 
mended. Magnesium sulfate should be avoided in patients 
receiving sulfanilamide because the development of sulfhemo- 
globinemia, as contrasted to the usual type of cyanosis, has been 
related by some observers to concurrent magnesium sulfate 
therapy. It should not be prescribed concurrently with other 
drugs without full knowledge of possible ill effects such as are 
encountered, for example, with magnesium sulfate. 

Dosage-—The dose of sulfanilamide in adults in cases of 
serious infection is about 1 Gm. (15 grains) every four hours 
for forty-eight hours and then from 0.4 Gm. (7% grains) to 
0.66 Gm. (10 grains) every four hours thereafter. It is usually 
advisable to continue therapy for a few days after clinical 
recovery in order to avoid relapse (and in a case of gonorrhea 
for a minimum of two weeks). Infants will tolerate from one 
third to one half the adult dose and children from one half to 
three fourths of the adult dose. Patients who cannot take the 
drug by mouth may be given subcutaneous injections of a 0.8 per 
cent solution of sulfanilamide made by adding 8 Gm. of pure 
sulfanilamide crystals to a liter of warm physiologic solution 
of sodium chloride or 1 per cent sodium chloride solution or, 
better still, 14% molar sodium lactate solution. The same total 
dosage may be employed for parenteral as for oral administra- 
tion, but the injections should be given at six to eight hour inter- 
vals. In less serious infections, where no threat to life exists, 
a lower dosage of from 3 to 4 Gm. daily (in adults) is to be 
recommended, without the larger initial dosage. 
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ACCEPTED FOODS 


THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COUNCIL 
ON Foops OF THE AMERICAN MEDICAL ASSOCIATION AND WILL BE LISTED 
IN THE BOOX OF ACCEPTED FOODS TO BE PUBLISHED. 

FRANKLIN C. Secretary. 


CEROPHYL 

Manufacturer.—Cerophyl Laboratories (Division of American 
Dairies, Inc.), Kansas City, Mo. 

Description—Dried, powdered mixture of young leaves of 
wheat, oats and barley, selected and blended to maintain the 
minimum vitamin potency declared on the package label. 

Manufacture—The cereals are grown on soil fertilized to 
produce plants of high mineral and vitamin content. The young 
rapidly growing leaves are harvested just before they joint by 
machinery especially designed to prevent the leaves coming in 
contact with the ground after cutting. No toxic spray materials 
are used. The method of cultivation precludes contamination 
with weeds. The freshly harvested leaves are immediately cut 
into short lengths and dehydrated. Hot flue gas of minimum 
oxygen content is drawn from a gas furnace through the drying 
chamber at an initial temperature of between approximately 
800 and 900 C. The high initial temperature, which is quickly 
reduced by the evaporation of moisture from the grass, serves 
as a flash pasteurization of the surface of the leaves. The entire 
process of drying requires approximately sixty seconds. The 
dried material leaves the drier at a temperature of approximately 
120 C. The dehydrated leaves are mechanically cleaned, pulver- 
ized, stored at —18 C., and packed in hermetically sealed cans 
under nitrogen. 

Analysis (submitted by manufacturer).—Moisture 8%, total 
solids 92%, ash 12%, fat (ether extract) 5%, protein (N x 6.25) 
25%, reducing sugars (before hydrolysis) 1.6%, reducing sugars 
(after hydrolysis) 11.3%, carbohydrate other than crude fiber 
(by difference) 35%, oxalic acid 0.06%, calcium (Ca) 0.5%, 
phosphorus (P) 0.5%, magnesium (Mg) 0.2%, potassium (K) 
0.5%, sodium (Na) 0.2%, iron (Fe) 0.06%, manganese (Mn) 
0.005%, copper (Cu) 0.001%, cobalt (Co) 0.0001%. 

Calories.—2.85 per gram. 

V itamins.—Carotene (provitamin A) (chemical analysis, Peter- 
son modification of the Hart and Guilbert method) 0.5 mg. per 
gram; vitamin B, (biologic assay) 3 international units per 
gram; vitamin G (riboflavin) (biologic and chemical assay) 
30 micrograms per gram; vitamin C (chemical titration) 4 mg., 
equivalent to 80 international units, per gram. Biologic assay 
also shows the product to be a rich source of vitamin K and 
of the grass juice factor. 
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SATURDAY, FEBRUARY 25, 1939 


THE ADVISORY COUNCIL ON MEDICAL 
EDUCATION, LICENSURE AND 
HOSPITALS 
At the Annual Congress on Medical Education and 
Licensure held in Chicago in 1938, a proposal was made 
by Willard C. Rappleye, chairman of the Advisory 
Board for Medical Specialties, for the development of a 
“national council on medical education, licensure and 
hospitals made up of representatives of the 
universities, medical schools, hospitals, practicing pro- 
fession, specialty boards, state licensing bodies and 
public health agencies.” In connection with this pro- 
posal, Dr. Rappleye said, “There are indications that 
the government may be urged or expected in one form 
or another to increase more than at present its financial 
support of medical care, teaching and research. It is 
important that the profession create in advance an 
agency for assisting in such a possibility and for making 
constructive suggestions as to how such activities can 
best be developed.”' During the ensuing period 
Dr. Rappleye has appeared before various organizations 
of specialists in the field of medicine and has had 
endorsement in principle at least of this project from 
some of these organizations. In discussions of this 
proposal it was suggested that such a movement might 
divorce from the medical profession its right to deter- 
mine for itself its relationship to governmental activity 
in medical practice, delegating that function rather to 

this super council. 

At this year’s Annual Congress on Medical Educa- 
tion and Licensure, held in Chicago February 13 and 
14 under the auspices of the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion, this proposal was advanced in a new form, now 
being named the Advisory Council on Medical Educa- 
tion, Licensure and Hospitals. Dr. Rappleye is reported 
to have stated that it is not now anticipated that there 
will be any governmental association with or support of 
this project. It is also stated that this council is to 
function purely as an advisory body for the hearing of 


|. Proceedings of the Annual Congress on Medical Education and 
Licensure, February 1938, page 12. 
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various problems of mutual concern to those represented 
in the council. It is proposed that this council shall be 
created with the following representation : 


Association of American Medical Colleges............... 3 
American Medical 3 
American Hospital Association... 3 
Federation of State Medical Boards of the U. S. A...... 3 
Advisory Board for Medical Specialties................ 3 
National Board of Medical Examiners.................. 1 
American College of Surgeons... 2 
American College of Physicians..............0e00ce0e0s 2 
American Public Health Association...............0005 1 


The Catholic Hospital 
American Association for the Advancement of Science, 
ection N 


At a meeting of the Council on Medical Education 
and Hospitals held on February 11, that council decided 
to recommend to the House of Delegates that such 
participation be approved, leaving to the House of Dele- 
gates of the American Medical Association the decision 
as to whether or not the American Medical Association 
will participate through the Council. According to the 
By-Laws of the American Medical Association “no 
memorial, resolution, or opinion of any character what- 
ever shall be issued in the name of the American Medi- 
cal Association unless it has been approved by the 
House of Delegates.” This by-law obviously would 
limit definitely any action which representatives of the 
Council on Medical Education and Hospitals could take 
as participants in the proposed Advisory Council. 

On February 14 the Board of Trustees of the Amer- 
ican Medical Association held a conference with the 
directors and the representatives of the American Hos- 
pital Association, the Catholic Hospital Association and 
the American Protestant Hospital Association looking 
toward mutual consideration of problems in the field of 
the hospital and of medical practice. In this confer- 
ence the following resolution was prepared and adopted 
by the representatives of the Hospital Organizations: 

1. The representatives of the American Hospital Association, 
the Catholic Hospital Association and the American Protestant 
Hospital Association here present desire to express to the Board 
of Trustees of the American Medical Association their con- 
fidence in the leadership of the medical profession in furthering 


the excellence of medical service and in aiding the solution of 
problems of the distribution and provision of medical care. 


A second resolution was adopted by the joint meet- 
ing : 

2. It is moved that the following be the sense of this meeting : 
This gathering of the Trustees of the American Medical 
Association and of representatives of the American Hospital 
Association, the Catholic Hospital Association and the Ameri- 
can Protestant Hospital Association express their gratification 
on the unanimity of opinion developed concerning many phases 
of the health problems of the Nation achieved by mutual 
discussion. It is recommended to the American Medical Asso- 
ciation, the American Hospital Association, the Catholic 
Hospital Association and the American Protestant Hospital 
Association that such joint meetings of their representatives be 
held for the consideration of problems of mutual concern. 


It is proposed, further, that the Board of Trustees of 
the American Medical Association shall hold in the near 
future conferences with the authorized representatives 
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of other organizations in the medical field so as to bring 
about greater coordination between the activities of the 
American Medical Association, representing the entire 
medical profession of the United States, and the special 
organizations in the field of medical practice. No doubt 
_ by such mutual conferences the desired coordination 
among the practicing medical profession, including the 
medical specialties, and all the organizations auxiliary 
to medical practice may become effective. 


THE PROBLEM OF THE REFUGEE 
PHYSICIAN 

In the Organization Section in this issue of THE 
JoURNAL appear statistics collected from various fed- 
eral governmental agencies as to the number of 
physicians coming to the United States from foreign 
countries during the years since 1930. On September 
17, 1938, THe JourNAL called attention editorially to 
the fact that the scope of this problem is definitely 
limited by several factors: the quotas established by 
our laws regulating immigration, the total number of 
physicians likely to be eliminated from Germany and 
other central European countries, the ages of these 
physicians, and the opportunities available to them for 
securing a livelihood in the United States. Unfortu- 
nately there are publications, political groups and sub- 
sidized agencies in this country which are endeavoring 
to make ,prestige and favor for themselves by stirring 
the motives of selfishness, prejudice and hatred among 
American doctors. In THE JourNAL, February 11, 
six distinguished leaders of American medicine urged 
the medical profession to cooperate with the special 
committees that have been set up in New York and 
Boston for helping in this situation. The committees 
specifically concerned with the problem of the refugee 
who is a physician are: 

Emergency Committee in Aid of Displaced Foreign Physi- 
cians, 59 East Fifty-Seventh Street, New York, Dr. Emanuel 
Libman chairman, Dr, Laurence Farmer executive secretary. 
This nonsectarian committee deals with a select and small 
number of prominent scientists, for whom positions are found 
in the field of medicine for research and study. 

National Coordinating Committee for Aid to Refugees and 
Emigrants Coming from Germany, 165 West Forty-Sixth 
Street, New York, Joseph P. Chamberlain chairman, Miss 
Cecilia Razovsky executive director. This committee coordi- 
nates the activities of the major organizations working in this 
Pi, Committee on Medical Emigrés, 114 Riverway, 
Boston, Dr. David L. Edsall chairman (The Problem of the 
Refugee Physician, THe JourNnat, February 11, p. 570). 

Various suggestions have come to the American 
Medical Association urging the establishment of a 
special committee to handle this problem. Thus far the 
only action taken by the House of Delegates has been 
a recommendation to the state boards of medical regis- 
tration that, in the case of foreigners, graduates of 
foreign institutions, citizenship be required for license 
to practice. As every physician knows, the right to regu- 
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late the practice of medicine rests with the individual 
states. As the letter recently published points out, “in 
the field of general practice and in the specialties also 
numerous openings exist for which it is difficult to 
find qualified American physicians ; for example, poorly 
paid full-time positions and practices in rural communi- 
ties.” If any of the committees can undertake to make 
a survey to locate such openings, a certain number of 
the refugees can be absorbed with a minimum amount 
of disturbance of the rights of American physicians. 

The chief difficulties that have arisen in this situation 
result from the fact that some of the refugees are poorly 
trained or of low ethical standing, that some find it 
difficult to adapt themselves to American ways in the 
practice of medicine, and that many tend to settle in 
large cities already overcrowded with physicians. Cer- 
tainly a physician who is poorly trained or of low 
ethical standing should not be permitted to practice 
anywhere. Perhaps the difficulties of adaptation can 
be overcome by well planned instruction. Only the 
coordinating committees already mentioned, or groups 
of a similar character, can aid in solving properly the 
problem of suitable distribution of the refugees to places 
where they may be useful rather than a foreign body 
setting up ‘rritation and forcing extrusion. 


RECENT INVESTIGATIONS ON ANTIBODIES 

The nature and formation of antibodies constitute 
a fundamental aspect of immunology. Under the 
leadership of Belak of Budapest, numerous studies of 
the relationship of neurologic integration to antibody 
production have been carried on at the Institute for 
General Pathology... There it has been shown that 
stimulation of the parasympathetic by therapeutic doses 
of pilocarpine increased the titer of specific agglutinins 
in vaccine therapy. Therapeutic doses of thyroxine or 
epinephrine, on the other hand, reduced such specific 
agglutinins. 

Illényi and Borsak * of Budapest have recently sug- 
gested the plausible hypothesis that the antibody titer 
is a function of the vegetative nervous system. This 
hypothesis is an outgrowth of the attack on the theory 
of preformed antibodies and the championing of the 
belief that antibodies are new chemical products synthe- 
sized by the combined action of reticulo-endothelial cells 
and other tissues of internal secretion. Under the latter 
theory widely separated immunogenic functions could 
become integrated through the nervous system. These 
investigators tested the effects of therapeutic stimulation 
and depression of both the sympathetic and the para- 
sympathetic system. Pilocarpine was selected as the 
parasympathetic stimulant, with atropine as the depres- 


1. Belak, S.; Saghy, F., and Cseresznyés, L.: Ztschr, f. d. ges. exper, 
Med. 52: 559, 1926. Belak, S., and Cseresznyés, L., ibid., pp. 567, 572. 
Belak, S., and von Siegler, J., ibid. 75: 443, 1931. Belak, S., and Szabd, 
D., ibid., p. 449. 

2. Illényi, Andreas, and Borsak, Ladislaus: 
forsch. 94:79 (Oct.) 1938. 
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sant. Ephedrine was used as the sympathetic stimulant. 
They injected rabbits intravenously with heterologous 
erythrocytes and obtained an average antiserum yield 
in hemolytic titer of about 14,000. Rabbits given a 
subcutaneous injection of 1 mg. of pilocarpine hydro- 
chloride from five to ten minutes before immunization 
yielded an average hemolytic titer of approximately 
30,000. A 100 per cent increase in the yield of specific 
hemolysins, therefore, was attributed to therapeutic 
stimulation of the parasympathetic. In a second series of 
tests the average control yield of hemolysins (20,000) 
was reduced 20 per cent by a previous subcutaneous 
injection with 0.375 mg. of atropine sulfate and reduced 
at least 70 per cent by previous subcutaneous injection 
with 1 cc. of 1 per cent solution of ephedrine sulfate. 
Parasympathetic paralysis and sympathetic stimulation, 
therefore, both reduce the specific antibody yield. 

These observations led the Hungarian investigators 
to assume that the antibody titer is a function of the 
vegetative tonus at the time of immunization. It has 
not yet been determined whether there are qualitative 
as well as quantitative changes in specific antibody 
yield as determined by initial vegetative tonus. Never- 
theless a reasonable explanation of these observations 
would be that vegetative tonus at the time of intrave- 
nous injection of formed antigens determines localized 
distribution to antibody-forming tissues. 

The recent demonstration by Goreczky and Ludany,’ 
also of Budapest, that blood drawn from the splenic 
sinuses is richer in protective antibodies than the 
systemic blood is additionally suggestive of the mecha- 
nism of local tissue immunity. Biochemists have long 
recognized that the relatively stagnant blood of the 
spleen is richer in potassium, phosphorus, cholesterin, 
albumin, euglobulin and noncoagulable nitrogen than 
carotid blood but poorer in pseudoglobulin. These 
differences nevertheless have been generally supposed 
to be due to the local destruction of erythrocytes. The 
investigators, however, have for the first time applied 
quantitative immunochemical technics to the problem 
of splenic immunity. They found, for example, that 
in dogs opsonins are from two to ten times higher in 
titer in splenic sinus blood than in the general circu- 
lation and that bacteriolysins are at least 30 per cent 
greater in amount. (For these titrations B. typhi, 
B. anthracis and staphylococcus were used.) Possibly 
these investigations will lead to a recrudescence of 
interest in the supposedly obsolete hypothesis which pic- 
tured the spleen as the sole source of specific antibodies. 
While it is doubtful that this theory can be renewed in 
its entirety, the local splenic synthesis of antibodies 
would account for the rarity of infectious metastases 
in this organ and for reduced bacterial resistance fol- 
lowing splenectomy. Further studies along these lines 
will doubtless be productive of much information which 
may prove ultimately of great practical value. 
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COMMENT 


Current Comment 


NO CONGRESSIONAL DEFINITION 
OF NATUROPATHY 


In 1933, naturopaths in Iowa sought special privi- 
leges from the legislature in the form of a law to enable 
them to ply their trade without possessing qualifications 
adequate to protect the public health. Their bill, which 
failed of enactment, proposed to define naturopathy 
“according to the definition of naturopathy, enacted by 
the Congress of the United States of America and the 
District of Columbia.” In the same year, and no doubt 
in other years, a self-styled “Examining Board of 
Naturopathic Physicians, Arizona District,” incor- 
porated under the laws of Arizona, issued so-called 
“certificates” to naturopaths, purporting to authorize 
certificants to “pursue the practice of naturopathy within 
the corporate powers of this association.” It claimed 
to be acting “under the authority of the American 
Naturopathic Association” and “by virtue of the defini- 
tion of naturopathy as set forth in and by an Act of 
Congress approved February 27, 1929, and verified in 
and by an Act of Congress approved February 7th, 
1931, which Act defines naturopathy.” In 1938 a peti- 
tion, which the court denied, was filed in the circuit 
court of Jackson County, Mo., to form a corporation 
with various and sundry powers, including the authority 
to establish naturopathic schools for the training of 
students in naturopathy “as defined by Congress under 
the provisions of House Bill No. 12169 passed and 
approved by the Seventy-First Congress of the United 
States in the year 1930.” Feb. 8, 1939, a bill was 
introduced in the legislature of North Dakota proposing 
to define naturopathy “as provided by an Act of Con- 
gress of 1929.” There seems little reason for doubt 
that similar statements have been made by naturopaths 
at other times in other places. The fact is, the state- 
ments of naturopaths to the contrary notwithstanding, 
the Congress of the United States has never defined 
naturopathy. A Healing Arts Practice Act for the 
District of Columbia was approved Feb. 27, 1929, which 
did provide for a board of naturopathic examiners ; it 
did not define naturopathy but authorized the Com- 
mission on Licensure to Practice the Healing Arts to 
do so. The definition formulated by the commission 
was unsatisfactory to the naturopaths and May 5, 1930, 
they caused to be introduced in the House of Repre- 
sentatives of the Seventy-First Congress a bill, H. R. 
12169, to define naturopathy more broadly than it had 
been defined by the commission. This bill passed the 
House of Representatives Feb. 7, 1931. In the Senate 
it was referred to the Committee on the District of 
Columbia, where it died with the adjournment of the 
Seventy-First Congress. No other bill has since been 
considered by the Congress proposing to define 
naturopathy. The fact that naturopaths have appar- 
ently considered it necessary to resort to trickery to 
gain their objectives indicates their disbelief in the 
inherent merit of their cause. It should be an added 
reason, in any event, why their appeals should receive 
scant consideration. 
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ORGANIZATION SECTION 


IMMIGRATION OF ALIEN 


According to material obtained through government 
agencies, alien immigrants describing themselves as 
physicians have entered the United States during each 
fiscal year since June 30, 1930, as shown in table 1. 

Neither the foregoing figures nor those that follow 
include alien physicians who entered the United States 
as tourists and whose stay is accordingly limited. No 


Tasie 1—Annual Immigration of Alien Physicians 


Fiscal From Physicians 
Year Ended From All Germany- Listed as 
June 30 Countries Austria Jewish 
1931 329 16 38 
1932 259 23 34 
1933 187 8 41 
1934 353 166 163 
1935 304 104 137 
1936 462 253 273 
1937 533 286 310 
1938 738 365 475 


During the four months July, August, September and October 1938, 
482 alien immigrants who described themselves as physicians entered 
the United States. Of these 390 were Jewish physicians. 
evidence has been found to show that any order has 
been issued undertaking to extend the time during 
which such alien tourist physicians may remain in this 
country. No evidence has been found to show that 
alien physicians find their way into the United States 
for permanent residence by entering through countries 
other than those in which they respectively are 
nationals ; as, for instance, German physicians entering 
the United States by way of say some country in South 
America. 2 


IMMIGRANT PHYSICIANS 


As between the fiscal year ended June 30, 1937, and 
the fiscal year ended June 30, 1938, the outstanding 
changes in the numbers of immigrant physicians enter- 
ing the United States are shown in table 2. 


TABLE 2.—I/ncrease in Immigration Within Two Years 


Fiscal Year Ended Fiscal Year Ended 
3 937 


From June 30, 1 June 30, 1938 
Germany-Austria ......... 286 365 

Switzerland ............. 11 25 


Immigrant physicians from Asia increased from 
thirteen in 1937 to thirty-three in 1938, the number 
arriving in the latter year coming from China, ten, 
India, one, Palestine, twenty and Syria, two. It does 


Taste 3.—Racial Stocks Represented 


Four Months 


une 30, e 3 July-October 
193 1938 1938 
es 310 475 390 


not necessarily follow, however, that physicians arriving 
from those countries were not Caucasians. 

In racial stocks the numbers entering were as given 
in table 3. 


SIGNS OF THE TIMES IN PUBLIC HEALTH 


. HAVEN EMERSON, M.D. 
NEW YORK 


Four national professional bodies have within the past few 
weeks expressed opinions on the proposals of the so-called 
National Health Conference. These four associations, of 
physicians, hospital administrators, health officers and dentists, 
independently and by the long established methods of repre- 
sentative and free discussion have arrived at surprisingly 
uniform points of view on the five proposals of the officials 
of the federal government which we are told will be the objec- 
tive of enabling, enforcing and appropriating legislation at the 
next session of Congress. 

We may ignore the errors of fact, of social theory and of 
methods employed by the present federal administration to 
promote acceptance of its proposals. However, it is obvious 
that the evidence on which the extravagantly phrased descrip- 
tions of the existing state of health and medical services in 
the United States appear to have been based are inadequate 
to answer the questions at issue or to carry conviction to any 
but a credulous lay public. 

What has been published as a National Health Survey was 
nothing of the kind, and what was publicized as a National 
Health Conference was not a conference at all but a sounding 
board before which a hand-picked and in the main a precon- 
vinced group of invited guests listened to the report of a technical 
committee, with the doubtful privilege of extemporaneous com- 
ments but no opportunity for collective consideration or adop- 


Abridgment of an address before the sixty-fourth annual meeting of 
the New Jersey Health and Sanitary Association, Asbury Park, Nov. 18, 
1938. 


tion of the slightest change in the ready made proposals which 
they were assembled to endorse. 

What we have before us is not a National Health Program 
in any rational sense of the word, in that it has not been 
conceived on the basis of the respective needs of all parts 
of the nation nor has it been in any true sense nationally 
accepted. The five proposals do not constitute a program but 
proposals for expenditures to supplement and make more effec- 
tive those functions long recognized and generally carried on 
with a large measure of success by local and state governments. 
And under the popular slogan of health are included features 
of public service which deal exclusively and properly with the 
sick. Public health practice is a professional specialty as 
rigorous in its educational disciplines and as distinct in the 
skills involved as are the clinical specialties in the private 
practice of curative medicine. 

That further extensive gains in the quality and average 
duration of human life can be attained by the more consistent 
and adequate employment by civil government of the resources 
of sanitation and preventive medicine there can be no doubt. 
To describe the present state of the public health services of 
our country as grossly inadequate is a mischievous untruth 
and expresses an emotional unbalance in the thoughts and 
experience of the technical committee members unworthy of 
persons trusted with national statesmanship. 

We are now in fact the possessors of better general health, 
are less afflicted with preventable disease, are more secure in 
the survival of our offspring te maturity and have an average 
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expectancy of life greater than that of any population group 
in the history of man, comparable in size, variety of races and 
distribution in age, occupation and economic and climatic con- 
ditions. We are today at the very zenith of a march of 
progress toward national health. Never before in this or any 
other continent have any 130,000,000 people recorded such low 
death rates as will be reported in the United States for the 
year 1938 for all causes, for tuberculosis, typhoid, diphtheria 
and infant mortality. Not in our time has maternal mortality 
been so low, or the death rate from pneumonia. 

And yet the armchair pundits in Washington tell the people 
of the United States that our public health services are grossly 
inadequate. Of course this language is used to develop dissatis- 
faction with the present so that people will tolerate taxation 
for the future. 

We have not in the past awaited the sign of ready money 
from Washington to expand our public health services for the 
protection of motherhood, the infant and for childhood, but we 
have found always that true progress in these aspects of the 
application of protective medicine to women and children has 
been no more rapid than the spread of a convinced lay opinion 
of their necessity. Mere spending of money by federal grants 
will not bring lower sickness and death rates until the com- 
munity of city, village, county or state understands and par- 
ticipates through its own officers and professions in the use 
of the knowledge of preventive medicine. 

What do the four professional groups say to the proposal 
that public health services be expanded? They agree as to 
the necessity of more and better application of the science of 
preventive medicine for social ends through government. But 
they stipulate that the federal government put its own house 
in order and show an earnest of its good intent by following 
the example of Canada and England and a score of other nations 
in consolidating all their health services under one department, 
with a Secretary for Health in the national cabinet. States 
and local health departments are weary and bewildered by 
the duplicating and often conflicting proposals of unrelated 
bureaus and boards of federal government each with ideas, 
standards and money grants with strings attached for health 
improvement. 

It takes longer than one four year presidential term, or even 
two, for federal agents to learn as much about the peculiarities 
of needs and variety of factors affecting health in the forty- 
eight several states as the competent officers of local government 
have long known. Nothing new has been proposed, only a 
larger grant of money aid to the states from which the money 
was originally taken to the detriment of their own local 
programs. 

In the spirit of thrifty taxpayers, and with the wisdom of 
long experience in personal medical relationships, the profes- 
sional associations warn against any such public expenditures 
for treatment of diseases of women and children as can best 
be carried on by the private relationship between doctor and 
patient. 

The professional bodies, particularly the American Public 
Health Association, previously declared, and continue to hold 
to their belief, that the indispensable factor in any national 
health program is the organization of permanent full time 
health service under nonpolitical qualified professiona! direction 
in each unit of local government of sufficient size to support 
the necessary personnel. 

In brief, then, sound professional opinion is favorable to 
the granting of further federal financial aid to states for the 
promotion of their programs of public health through the 
expansion of local health organization, the federal interest and 
promotion to be through a single department, and services to 
mothers and their children to be so far as possible by the 
private practitioner of medicine. 

Concerning the second proposal of the federal government, 
dealing with increase of general hospital facilities, we can with 
advantage note the guarded approval of those who carry the 
administrative and professional burdens of institutions for the 
care of the sick. 

When and where need exists, then and there additional 
hospitals should be built, if necessary with state and federal 
aid, but with this important proviso, that careful and detailed 
first-hand studies of each community concerned be made which 
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reveal that such need exists and that the hospital when built 
can be properly administered and maintained. 

Furthermore, the American Hospital Association calls the 
attention of the federal government to the economy of using 
existing voluntary hospitals, where these are well administered 
and of good medical standards, instead of building new hos- 
pitals out of tax moneys to compete with those supported by 
voluntary contributions and earnings. 

It is a matter of the greatest encouragement to find so 
clearly expressed the opinion of the federal officials to the 
effect that, in developing more adequate quantity, quality and 
financial support for the complete medical care of those found 
to be unable to meet the cost of this from their own resources, 
“the role of the federal government should be principally that 
of giving financial and technical aid to the states in their 
development of sound programs through procedures largely 
of their own choice.” 

This is the only sound way of using the resources of local 
and state social and governmental ideas and equipment to meet 
equally varied needs of different communities. Several patterns 
have already been used in some states and counties, the state 
and county medical societies taking leadership in protecting the 
public against commercial medical exploitation and offering 
such guaranty of quantity and quality of care to the sick poor 
as the physicians and officers of local government agree on as 
necessary and reasonable in cost. It may be remarked in pass- 
ing that no system of payment for medical care of the indigent 
sick so far proposed or put into effect will equal in its cost 
to the taxpayers what the physicians in practically every 
county of the United States have been giving at the most 
modest schedule of charges, freely year in and year out, at 
their offices, and in the wards and outpatient services of 
hospitals and similar institutions. What the medical profession 
is primarily concerned with is that the community accept the 
burden of cost which their own wealthy patients and private 
philanthropy can no longer carry. 

That a high quality of care has been given to the sick poor 
in the past is generally admitted and is attested by adequate 
statistical proof of the reduction in morbidity and mortality 
to their present low levels among such persons. 

Some people will always need medical attention, but the 
reasons for this are not largely, if at all, the inability of these 
sick to pay for the cost of necessary treatment but chiefly result 
from ignorance, superstition and misinformation growing out 
of religious beliefs and faith in the promotion of advertised 
medicaments. That anything like one third of the sick now 
lack medical care or that an even larger pfoportion of the 
population are hindered from gainful employment by preventable 
and remediable but uncared for disease, as the peroration of the 
technical committee would try to persuade us with statistics 
and emotional publicity, is just so far from the truth that it 
will be forgotten by the public and by the physicians of this 
country who know it is not so. 

It would be nearer the truth to say that catastrophic 
economic disorder and resultant disadvantages to the wage 
earner are the causes of some illness than that neglected sickness 
is the main factor in any substantial amount of unemployment. 
Probably one of the largest factors other than the worldwide 
breakdown of international commerce and the discrepancy 
between technologic increase in the capacity of industry to 
produce and the purchasing ability of the consumer is that 
sanitation and public health have saved lives and prolonged 
them beyond the years of optimum employment faster than 
industry has been able to expand its payroll. I am inclined to 
believe that a fair estimate of the lives saved by preventive, 
personal and public health services in the past thirty years in 
the United States would closely correspond with the number 
of persons now unemployed. 

Three of the four professional bodies expressed frank opposi- 
tion to compulsory insurance to meet the cost of medical care 
of sickness, what is generally and always erroneously called 
health insurance. The fourth, the American Public Health 
Association, did not endorse this and by ignoring it presumably 
expressed its disapproval. 

It is obvious that all the most responsible professional opinion 
representative of the medical sciences and administrations is to 
the effect that, for most if not all fractions of our population 
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now, compulsion to participate in a federal or state scheme of 
insurance for personal care in sickness is undesirable. 

Coupled with this is evidence of confidence in the already 
proved value of the many applications of organized thrift 
to prepay for the cost of hospital care, i. e. hospital service 
insurance. 

Approval is expressed also for cash indemnity insurance plans 
intended to cover the costs of emergency or prolonged illness, 
and expansion of workmen’s compensation to cover the cost 
to the individual of industrial illness. Indemnity insurance 
to assist persons at various income levels to meet the cost 
of their sickness out of their own resources is also approved 
in principle on a voluntary basis. 

The fifth item of the federal proposals, insurance against 
loss of wages during sickness, has met no opposition and is 
endorsed by the American Medical Association with the reser- 
vation that the attending physician should not be held 
responsible for certification of the degree or duration of dis- 
ability from illness. 

It remains now for each local and state health administration 
to determine its own line of development in respect to those 
ebjects, for which substantial grants will doubtless be provided 
by the traditional munificence of the taxing powers of the 
Congress, to be distributed to the states on certain formulas 
of population, wealth, sanitary need and special health hazards. 

On what basis is the best application of preventive medicine 
to be built? Certainly on the four elements, the practicing 
physician, the local health departments, visiting or public health 
nursing, and an educated public. 

The state and county medical societies and the corresponding 
state and local health officers agree on objectives and methods 
of cooperative work of a preventive nature. There are, how- 
ever, two matters that will require the most thoughtful joint 
consideration in the immediate future. One is the threat to 
public health services from inclusion under the health officer 
of services for the indigent sick and the other is the decision 
whether services for the sick at taxpayers’ expense shall be 
administered by a department of welfare under lay direction 
or by a medical officer devoted exclusively to this function or 
acting as a bureau chief within the local department of health. 

Even if the county medical society achieves a satisfactory 
contractual relation with local government for caring for the 
sick poor in their homes, there will be needed administrative 
supervision of this work to assure approximately uniform 
excellence of professional services and to prevent inequality 
in payment for equal responsibility and skill. This will call 
for a physician of ability and judgment. In large cities and 
in communities where the indigent sick are already served by 
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a strongly staffed and well controlled hospital and dispensary 
system it may well be that the medical chief of the care of 
indigent sick will be independent of the health department. 
Already we have large cities where the charter assigns to the 
department of hospitals responsibility for care of all sick who 
are eligible for free medical care, whether in hospitals, at 
dispensaries or in the home. The least promising method to 
be proposed is to have c&te of the sick poor administered by 
physicians as subordinates in a welfare or relief organization 
of the local government. 

Quite apart from the administrative organization that may 

set up with the assistance of combined federal and state 
funds is the effect of this new communal sickness service on 
the public support of and interest in the standard functions of 
the department of health. 

Usually in American life, prestige, public concern, publicity 
and political influence go where most public money is spent 
and the largest number of public employees are engaged. We 
can rest assured that money will be always appropriated for 
the care of the sick. The sick must be served. It has taken 
generations to teach our communities that investment in health 
is a proper object of public expenditure. The public knows 
that the health officer can prevent some diseases. What the 
public does not know is that few if any of even our best 
qualified health administrators, whether medical or lay, are 
qualified for responsibility of supervision of standards or quality 
in the clinical practice of curative medicine. 

We must expect on the experience of other countries that, 
if government actually operates on any compulsory insurance 
scheme a considerable amount of the services for the sick for 
people at low income levels, the cost of medical care of these 
people will be largely increased, perhaps doubled by the cost 
of administration. We have good reason also to suspect that 
the quality of care will deteriorate and that the amount and 
duration of complaints of illness and the amount of medica- 
ments used will all markedly increase. 

The present cause of lack of well qualified medical care for 
those really needing it, and wanting it but not receiving it, is 
chiefly ignorance of available resources, and it would appear 
that such sick persons are included in not more than 5 per 
cent and in various samplings less than 0.5 per cent of the total 
populaticna. 

It is as much the duty of the medical profession to warn 
the public against extravagant and utopian schemes of all 
inclusive commercial or governmental provision of medical 
care with their inevitable inferiorities as it is to assure a 
constantly improved standard of personal services to the sick 
on the basis of private economic and professional relationship. 


OFFICIAL NOTES 


ANNUAL CONGRESS ON INDUS- 
TRIAL HEALTH 
First Annual Meeting, held in Chicago, Jan. 9 and 10, 1939 
(Conciuded from page 647) 
Dr. Leroy U. Garpner, Saranac Lake, N. Y., in the Chair 
Tuespay, JANUARY 10—AFTERNOON 


A General Surgeon Views Industrial Surgery 

Dr. Harry E. Mock, Chicago: Industrial surgery differs in 
no wise from any other type of surgery. The term is a mis- 
nomer. Surgery of trauma is the correct terminology. Indus- 
trial medicine and industrial hygiene differ in no wise from any 
other type of medicine or of preventive medicine. Every physi- 
cian, whether connected with industry or not, must deal with 
the same type of illnesses as are found in industry. While a 
major portion of the occupational diseases come from industry, 
yet the products of modern industry scattered throughout the 
homes, schools, offices, and even our hospitals, often carry the 
hazards of occupational diseases with them. Industrial medicine 
and surgery is not a specialty comparable to other specialties 
in the field of medicine and surgery. Rather it is the applica- 
tion of the best principles of medicine and surgery to a group 


of people connected with a given industry. In 1917 I published 
the first book ever written on industrial medicine and surgery 
pec se. The purpose of this book was not the development of 
a new specialty but rather to elucidate the humanitarian part 
medicine could play in the preservation of the lives and limbs 
of the working force of any industry. Prior to 1910 many 
industries had company surgeons whose sole job was the care 
of the employees injured while at work. Too often these were 
only “pot-boiling jobs” and the surgical care rendered the injured 
was all too inadequate. In the rapid development of modern 
industry in the three decades prior to that time human life was 
held all too cheaply. The establishment of medical departments 
in a large number of industries during the early years of 1900 
made human conservation the firm foundation of production. 
With the growth of this form of medicine the field has extended 
into the living and home conditions of the working forces, gradu- 
ally resulting in closer cooperation with the public health authori- 
ties. In fact, this form of practice has become a vital factor in 
the nation’s health. 

To the politicians, who suddenly have awakened to these 
economic and social advancements, social security is apparently 
a new discovery filled with the greatest of political potentialities. 
The prevention of accidents, better medical and surgical care 
for the sick and injured employee and allied welfare movements, 
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giving greater security to the worker, such as profit sharing 
plans, mutual benefit associations, loan plans for aid in case of 
illness, and often pension systems, have been in vogue for many 
years. All were accomplished by the process of education and 
gradual evolution. With a few exceptions, none of these move- 
ments improving the economic and social status of the working 
man and woman were brought about by legislation. True, new 
laws have appeared on the statute books of the majority of 
states providing employees’ compensation for injuries, control of 
working hours, especially for women, control of the working 
age for children and protection against occupational diseases, but 
in every instance these laws have not been thrust on the people 
but have been the result of the educational programs and the 
demands of medicine and similar groups for these needed laws. 
We have long since learned that the most lasting changes for 
good are those which are voluntarily grasped by the people. 
In these days of governmental legislation for great economic 
changes and so-called social security, those in control of the 
government should realize that the voluntary adoption of such 
changes by the people themselves is far better than paternalistic 
force. 

The organization of the Council on Industrial Hygiene by the 
American Medical Association is the result of thirty years of 
educational work in the field of industrial medicine and surgery. 

The medical centers will soon be overcrowded with spe- 
cialists, and many will be forced to seek a practice in the 
smaller communities. Here they will lack fellow specialists 
to meet these emergencies, and they will be forced to become 
general surgeons, Traumatic cases will comprise at least a 
fourth of their practice. Whether their trauma cases come 
from the industries of that community, from the homes or 
from the streets, they must be competent general surgeons if 
they are to meet the situation. The time is past when a sur- 
geon can consider trauma cases as a side issue. Any surgeon 
who is bored by the treatment of injuries of whatever char- 
acter should refuse to treat such cases. The treatment of 
trauma requires a general surgical knowledge, an alertness 
in diagnosis, a passion for daily detail that can last for weeks 
and months, and an enthusiasm for results that will be a 
driving force until the patient is eventually restored as far 
as is possible. After the emergency is met and the patient's 
life saved for further treatment, the wise surgeon, if the 
injured portion of the body warrants, will seek the aid of the 
specialist. 

Many industries refer their injured employees to the neigh- 
borhood doctor. As the number of these cases increases, many 
of these doctors are forced to limit their practice more and 
more to the care of the ambulatory injured employee. Thus, 
all over the country there are a great many surgeons who 
are doing so-called industrial surgery. In reality, their work 
is minor surgery limited largely to the treatment of injuries. 
The proper care of these minor surgical conditions is just as 
important a field in surgery as is the care of the major con- 
ditions. Too often, surgeons well equipped to do this minor 
surgery seek, without sufficient training in general major sur- 
gery, to care for the major cases. When difficulties arise 
they seek aid from the specialist. Too often great human 
suffering and even loss of life and limbs would be prevented 
if the given case had been turned over earlier to the general 
surgeon familiar with major surgery or to the specialist. On 
the other hand, recognition of the principles of medical ethics 
in this form of surgery as regards consulting with and help- 
ing a fellow physician in the care of his patient would go 
far toward correcting this evil. Many of these surgeons prac- 
ticing minor surgery in an industrial center are far more 
competent in the care of the minor case than are many of 
our great surgeons whose practice is limited chiefly to major 
surgery. 

The majority of industries depend on insurance companies 
to pay the compensation and the hospital and surgical care 
for their injured employees. Many of these industries retain 
a personal interest in their injured, endeavoring to see that 
they receive the best of care and that when cured they are 
given a job once more. Too many industries, however, feel 
that they have met the situation when they pass the responsi- 
hility to the insurance company. Their interest in their injured 
employee ceases and his future economic independence is of 
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little concern to them. Certain ones of these insurance com- 
panies seek only the cheapest hospital and surgical service 
for these patients. But during the last twenty years one has 
witnessed the swing of most insurance companies from cheap, 
inadequate surgical service to the use of good surgeons, no 
matter what the cost. 

The criticism is heard that the injured employee does not 
have free choice of his surgeon. The railroad companies and 
many of the great industries, recognizing that the employee’s 
choice often results in poor service, have selected staffs of 
surgeons to care for their injured. The insurance companies 
usually will not interfere if the choice of the physician or sur- 
geon by the injured person is good, and proper care is being 
given. Occasionally the employee's choice is so poor that the 
insurance company insists on procuring a competent surgeon. 
In answer to this criticism it is safe to say that today the 
injured workman in industry receives just as good service 
as and often better service than does the average individual 
injured in his home or on the street, who has free choice of 
his physician or surgeon. Unquestionably, there are many 
flaws and many loop-holes for abuses under the present 
administration of employee’s compensation and the furnishing 
of surgical service, either by industry or by its elected insur- 
ance agency, but the injured employee is far better protected 
and the type of surgery he receives is far superior than was 
true thirty years ago. 

A few outstanding surgical changes which have occurred 
during my years of experience in surgery of trauma are worthy 
of note. We have come to recognize that shock, which is 
present in all serious injury cases, must be treated first if 
deaths are to be prevented. In the field of accident preven- 
tion “safety first” has become a household slogan. “Shock 
first” is herewith proposed as a much needed surgical slogan. 
Blood transfusion, seldom done thirty years ago, is now one 
of the greatest life saving procedures in severe trauma accom- 
panied with shock or hemorrhage. There are certain emer- 
gency life saving operations that must be performed at once 
if life is to be saved—the ruptured spleen or liver, perfora- 
tions of the bowel or intestine, torn blood vessels within the 
neck, chest or abdomen. Here the oxygen tent, new forms 
of anesthesia, blood transfusions and other modern methods 
of keeping the patient alive while undergoing the emergency 
operation are aiding in saving some of the most desperate 
cases. Skull fractures, far more common than formerly, are 
not being rushed to the operating room for subtemporal decom- 
pressions as was true thirty, or even ten, years ago. The 
operative rate in skull fractures has dropped from around 36 
per cent to 10 per cent and the mortality rate from around 
40 per cent to from 17 to 25 per cent. More attention is 
being paid to overcoming serious crippling conditions. The 
aftermaths of injury which formerly were considered perma- 
nently disabling are now yielding to reconstructive surgical 
measures aided by the proper and judicious use of physical 
therapy and occupational therapy. These and many other 
advancements in the field of traumatic surgery have been 
brought about to a large extent by surgeons responsible for 
the care of the injured in industry. 

Thirty years ago, except for a few small railway surgical 
associations, there were no special surgical groups interested 
in traumatic surgery. Today there are at least twenty out- 
standing railway surgical associations, stimulating the interest 
of many of our best surgeons on the subject of trauma. There 
are several local and state associations, or institutes, of trau- 
matic surgery. Today, in the great majority of cases, the 
injured worker receives as good surgical care as the wealthiest 
individual of the land. Medical schools are teaching students 
the principles of good traumatic surgery. Surgery of trauma 
is rapidly becoming one of the greatest fields of surgical 
endeavor. 


MEDICAL SERVICE TO SMALL INDUSTRIAL 
PLANTS 


Statement of the Problem 
Drs. Victor G. Hetser and DonaLp M. SuHarer, New York: 
Out of a total of 45 million gainful workers in America it 
has been estimated that 15 million people are employed in 
commercial units of less than 500; and they are the bread- 
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winners for about 75 million people. In a survey of the prob- 
lems of industrial hygiene in a typical industrial area in the 
United States it was found that the workers were exposed 
to fifty specified substances and conditions. Of this number 
about 20 per cent of the workers were exposed to carbon 
monoxide and about 10 per cent to emery dusts, 10 per cent 
to lead and the same percentage to quartz dusts. Also it 
was found that about 42 per cent of the workers were sub- 
jected to potential accident hazards due to unguarded machinery. 

It is a general belief that the hazards of industrial poisons 
are present chiefly in the large companies and seldom in the 
small ones. We doubt that this is true because the small 
companies generally use the same materials as the larger com- 
panies and, although in one particular plant they may not 
have the number of hazards that the large companies do, small 
industry in general uses the same substances that large indus- 
try does and consequently is exposed to the same hazards. 

There is reason to believe that the individual workman in 
the small plant is exposed to more hazards or to the same 
hazard in more ways than the man in the large plant. This 
is ascribed to the fact that in many small plants, because of 
the limited number of employees, each man must carry out 
two or more steps in the manufacturing process. Thus he 
may come in contact with more than one potential poison or 
with the same poison in different states or manners. In 
neither case is he as familiar with the methods of protecting 
himself as is the workman in the large plant. For the number 
of man-hours worked, the small plant has more time loss due 
to industrial accidents and more frequent accidents than in the 
large plant. This greater loss is attributed to the lack of a 
medical service, to a less well organized program of accident 
prevention and to a want of appreciation of the cost of these 
losses by the small manufacturer. With this same premise 
holding true, it is believed that the time loss and absenteeism 
due to occupational disease is also greater in small factories. 
A number of statistical studies indicate that absenteeism due 
to nonoccupational accident and disease is greater in the small 
than in the large plant. 

The problem of record keeping among the small manufac- 
turers is one on which the whole campaign of endeavoring 
to bring adequate medical care to their workers is founded. 
There are few if any records kept among the small companies 
that show anything more than just the absences. There must 
be a test group established that will provide adequate records 
of absenteeism and its true causes, and the results must be 
carefully studied to determine a method of record keeping 
most suitable for the small manufacturer. Because of the 
tremendous loss due to illnesses of from one to three days, the 
study of short term absenteeism must be an integral part. 
Some efforts are already under way to try to define the 
present status of absenteeism among the smaller companies. The 
National Industrial Conference Board is at work on such a 
survey. 

After the small manufacturer has been convinced of the 
extent of loss by means of his records he will probably demand 
a solution for his problem. At this point we must be able 
to provide him with information regarding the personnel and 
the manner of operation of an adequate medical unit. This is 
the point at which the small manufacturer usually balks, 
because he feels that in a company the size of his there is 
no way in which he can afford to have adequate medical care. 
At present this usually results in the employment of a physi- 
cian in the vicinity on an emergency basis. Almost always 
his choice of the physician in the first place is due to per- 
sonal friendship or hearsay. Medical care of this nature seldom 
results in anything more than patching up an injured workman. 
The small manufacturer is usually definitely humanitarian and 
greatly concerned with the welfare of his men, but the cost 
of adequate medical care by the usual means is prohibitive. 
It has been estimated that the upper limit in the cost of 
medical care that the average small manufacturer can afford 
is about $13.50 a man annually, and if such care is to be gen- 
erally adopted it will have to start at a much lower figure. 
In the beginning at least the annual cost for the small manu- 
facturer should not be over $10 a man. The equipment neces- 
sary for a small employer to purchase must not demand a 
large cash outlay. Some small manufacturers have indicated 
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that they felt $350 to be the most they could devote to the 
setting up of a medical unit. 

The tremendous, complex problem brought up by the small 
manufacturer's need for medical care is essentially educational 
in nature. The small manufacturer himself must first of all 
learn his need for help from the establishment of compre- 
hensive records, and then what an industrial medical service 
can do for him. He must be shown how it will influence the 
quality and quantity of his production; what it will do for his 
workmen; how it will affect his costs of compensation; how 
he can justify the additional expense to his stockholders or 
partners; in short, that it is not welfare work or philanthropy 
but “good business.” 

The National Association of Manufacturers is at present 
cooperating with the National Industrial Conference Board in 
a survey of the practices of the small industrialists. It is 
cooperating with state manufacturing associations in the 
advancement of industrial hygiene consciousness among their 
members. It is in contact with various trade associations in 
their activities to promote industrial medical care. Further- 
more, many of the state departments of health and labor and 
the federal agencies have been visited and the value of coop- 
eration between industry and government has been strengthened 
and confirmed as the best means of an equitable relationship 
in the advancement of the care of the worker. 

The National Association of Manufacturers has prepared a 
pamphlet entitled “Do Good Working Conditions Pay?” written 
for the benefit of the manufacturer alone, addressed entirely 
to him, and phrased in popular language. 

This educational program directed toward the manufacturer 
must be preceded or paralleled by education of the physician. 
The doctor who undertakes to care for the workmen of a 
factory must know the potential industrial hazards of that 
factory’s processes and materials. He must know therapy, 
prevention and diagnosis, and he must know workmen. The 
education of the doctor so that he may serve industry in a 
manner of real value to industry and of real credit to his 
profession is, I believe, part of the program of the Council on 
Industrial Health. 


The Private Physician and His Occupational 
Disease Work 

Dr. Carey P. McCorp, Detroit: Whatever may be entailed 
in changing industrial conditions, it is expectable that the 
employer will be charged with increasing responsibilities for 
his workers’ health. At this time it is most uncertain that 
these increased employer responsibilities for worker health 
protection will lead to augmented medical facilities on the work 
premises or instead that the responsibility of the employer 
will be met indirectly through taxation, insurance contribu- 
tions or related devices. However, unless great changes early 
appear in the conduct of either industry or medicine or in 
both, there are reasons to believe that the greater proportion 
of industrial health work will be carried out, as at present, 
by the general practitioner and his consultants. 

When an industrial worker is injured or acquires an occu- 
pational disease, at once many more problems arise than the 
procurement of treatment of the injury. Among others there 
may arise problems connected with employer liability, com- 
pensation, insurance, security of the family during the bread- 
winner’s absence, rehabilitation, the prevention of further cases 
of the same injury or occupational disease. The private prac- 
tioner is often handicapped in connection with the meeting of 
nonmedical or semimedical problems of the injured industrial 
worker. The private practitioner seldom knows industrial 
operations, practices, chemicals or exposures. He may draw 
worker patients from twenty-five different industrial plants. 
It is seldom true that this physician knows much about any 
of the activities carried out on the premises of any of these 
twenty-five plants. It may be asserted that at least one half 
of the spurious claims for compensation or common law suits 
are in part due to the unfamiliarity of the physician with 
industrial practice and materials. The injured workman ordi- 
narily has his interests better served by the company physi- 
cian and his consultants. The old idea that industry maintains 
a medical department largely to thwart the injured workman 
is fantastic. Industry regards its trained workers as its most 
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valuable asset and is far more concerned in their well being 
than any casually selected physician. While a definite need 
exists for the highly skilled industrial physician, working on 
the plant premises, only a low percentage of the plants are 
of such size as to warrant his services as part of the indus- 
trial organization. In these tens of thousands of plants the 
services of the private practitioner are valuable, but if he is 
to be accepted as a definite ally of industry and its workers 
he must accept responsibility for many other types of activities 
than the amputation of fingers, the suturing of wounds, the 
treatment of burns, and so on. There is a great clamor from 
industry and its workers for a better understanding on the 
part of the physician of industrial health problems. Thus far 
the average private practitioner has not shown a disposition 
better to understand nor is he greatly inclined to undertake 
more than the direct care of the patient’s trauma. In short, 
he treats the injury but does not treat the worker. The pri- 
vate practitioner in handling occupational diseases encounters 
unusual difficulties. He not only encounters difficulties but he 
may make other difficulties both for his patient and for the 
employer. 

The complaint has been made that medical schools do not 
furnish students with any adequate training with regard to 
occupational diseases. There is doubt that any medical school 
should undertake extensive training of this character as part 
of the undergraduate curriculum, The total number of dis- 
abling occupational diseases is far smaller than is widely 
believed. In Michigan during the past twelve months only 
1,014 occupational disease cases were reported to the state 
department of health, but in this state there are 6,142 physi- 
cians. This means that every physician on the average will 
see only one case of an occupational disease about every six 
years. Since there are possibly 2,000 different substances in 
industry that may bring about occupational disease injury, it 
is remarkable that physicians do as well as they do. All 
students should be given fundamental training in occupational 
diseases. The second educational responsibility is the need 
for the training of much larger numbers of consultants in 
occupational disease work. It is remarkable that the internist 
is so little familiar with occupational diseases particularly with 
regard to causative factors and that even in large industrial 
communities there is such a dearth of qualified occupational 
disease consultants, This fact makes many good general prac- 
titioners loath to undertake occupational disease work because 
they feel that in so doing they must accept full responsibility. 
In every industrial community a fair number of practitioners 
consistently refuse this type of case for various reasons. These 
patients may seek the ministrations of a lower class of 
physicians. 

A difficulty that the private practitioner creates for himself 
is too great acceptance of the patient’s own statements as to 
the cause of his disease. Almost every worker hopes that 
any disease that may be his lot may be traced to work as 
the cause. On this account his history statements are prone 
to be colored with dubious assertions as to exposures to dusts, 
vapors, gases, mists and what not. The physician may be so 
little familiar with industry as to fall into error—may make 
himself ridiculous and may pave the way for controversies 
and lawsuits. Another difficulty that besets the physician is 
conflicting classifications. In some states hernia by law is 
classed as an accident, in others as an occupational disease. 
Carbon monoxide poisoning is widely accepted as an accidental 
injury but in some states is specified as an occupational dis- 
ease. Many substances may produce an injury under one set 
of circumstances and an occupational disease under another. 
A further diagnostic difficulty may arise because so many 
industrially used substances are designated by trade names or 
code names that conceal their identity. A physician taking the 
history of a worker patient may seek to learn the substances 
handled in the course of employment. This worker may reply 
that he fills cans with “B-72.”" The physician may inquire 
as to the constituents of “B-72” and may be told by the work- 
man that it is a mixture of “M-20” with “H-40” and “L-97.” 
These may be the only names known in the entire department 
with reference to such chemicals. If the full facts were known, 
it would be somewhat as follows: This workman was engaged 
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in filling cans with a paint and varnish remover (B-72). This 
in turn represents a mixture of wood alcohol (M-20) with 
benzene (H-40) and a synthetic wax (L-97). All physicians 
may encounter difficulty in obtaining from the employer ade- 
quate information as to the chemical nature of the substances 
which the workman may have handled. This may not repre- 
sent any unwillingness on the part of the employer to disclose 
this information; rather, the employer himself may not possess 
these facts. This situation is at the present time causing so 
much difficulty throughout the land that it may prove neces- 
sary to seek legislative action requiring adequate labeling of 
industrial materials of poisonovs nature. 

There is not available to the general practitioner any com- 
prehensive but well condensed books suited to his needs. It 
is of course impossible that any thin book may be prepared 
that unfailingly wili furnish the general practitioner a_ full 
complement of occupational disease information, but the fact 
still remains that a useful purpose will be served by making 
available to all physicians a practical textbook on occupational 
diseases built around the needs of the patient. 

While the total number of cases of occupational diseases per 
physician annually is low, the aggregate number is high both 
as to variety and as to numbers of patients. A larger number 
of cases of occupational diseases are never recognized or at 
least remain unreported. In every industrial state and many 
large industrial cities, public agencies should be maintained 
for the purpose of furnishing services to the practitioner, the 
employer, the patient and the labor unions, all on an unpreju- 
diced basis, making available almost unlimited information on 
occupational diseases and industrial hygiene. The private 
practitioner should somewhat change his attitudes toward the 
services that he may render the industrial workman, losing 
sight to some extent of his immediate injury and instead render 
his services to the workmen as a whole, to his employer and 
to the community. 


Means for Accomplishment 

Dr. GLENN S. Everts, Philadelphia: It has been demon- 
strated in Philadelphia since 1926 that small industries can have 
a medical service favorably comparable to that of larger indus- 
tries and at a cost not out of proportion to that which larger 
industries have to pay. The Philadelphia Health Council 
developed a plan for making voluntary health examinations 
of the employees of small plants. It was hoped that this pro- 
gram would stimulate the industries to institute a permanent 
medical service. The response to this health examination pro- 
gram was sufficiently encouraging to warrant working out a 
plan for a medical service which would meet the needs of a 
plant having from twenty-five to 500 employees, and later an 
industrial secretary was engaged to explain its value to the 
executives of small industries. 
The principal difference between offering a medical service 
to small plants and starting it in large ones lies in the matter 
of a part time schedule for thé nurse and doctor as compared 
to a full time schedule. The original plan was to group two 
or more plants into a single unit for joint medical service. 
This was spoken of as an “industrial health unit.” Each unit 
was to consist of almost 1,000 employees. One _ industrial 
nurse, if her time was carefully scheduled, could successfully 
serve that number of employees and do the necessary travel 
between plants. Half the time of an industrial physician like- 
wise was found to be sufficient for that number of employees. 
During the demonstration period the industrial nurse was car- 
ried at full time on the staff of the health council, doing other 
types of health work until, as each plant was added, her time 
was entirely absorbed by industry. Likewise, during the 
demonstration period, the full time medical secretary of the 
health council, with previous experience primarily in industry, 
served as the industrial physician in starting the medical ser- 
vice in each plant. 
In 1932 a modified plan was developed. An arrangement 
with the visiting nurse society was made to supply the neces- 
sary scheduled hours for each plant. This newer plan did 
away with the grouping of a few small plants into heaith 
units for the sake of making possible a part time schedule. 
A plant of any size under the arbitrary number of 500 employees 
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located in Philadelphia can begin a part time medical service 
whenever it elects to do so. Where the community enjoys 
the service of a visiting nurse society, the part time nurse’s 
schedule would be simplified and the responsibility of the 
physician for details decreased. The original plan was put in 
operation by regular visits made throughout each week to 
each plant by the industrial physician and the full time nurse, 
each of whom gave a definite amount of service to each plant. 
The modified plan is simply that the private physician gives 
regular service to a single plant or perhaps to two plants with 
a different visiting nurse furnishing the nursing service for 
each plant. Each regular visiting nurse has a well trained 
substitute who is prepared to step in whenever necessary. The 
amount of service given was estimated that for every hundred 
employees the plant should receive three hours of medical ser- 
vice per week, one hour of this being physician’s time and 
two hours nurse’s time. There has been no reason to deviate 
from this allotment of time when trying to interest a plant in 
the service in the beginning, but experience has shown that 
this proportion of time per week to the plant population is 
minimal and that a hazardous industry, or an industry having 
a need for more health work, may require more service. 

The service offered the small plant is the same now as it 
was in the beginning. It consists of the following items: (a) 
A typical examination taking an average of seventeen minutes 
on all present employees, preferably on a tactfully compulsory 
basis rather than on a voluntary one. (b) A physical exami- 
nation on all new employees, (c) An annual reexamination 
of all employees, taking an average of fifteen minutes. (d) 
The assumption of the responsibility for the care of all plant 
accidents in the following way: (1) by taking care of the 
accident personally (physician or nurse) if the accident occurs 
during the hours of the medical service schedule; (2) by having 
a well chosen first aid person take charge in their absence 
and, when advisable, telephone the doctor; (3) arranging with 
the surgical service of the nearest hospital to take care of 
serious accidents; (4) assuming charge of redressing all acci- 
dent cases either when the individual is still on the job or, 
when off the job, if he is ambulatory and can travel back and 
forth to the plant dispensary; (5) arranging with an ophthal- 
mologist to whom all plant eye accidents may be sent in 
absence of the physician or nurse. (¢) The care of illnesses 
the individual may have while on the job, referring him to 
his family physician when he is too sick to work. (f) Attempt- 
ing to diagnose chronic pathologic conditions and inter- 
pret their importance to the employee, referring him to his 
family doctor or diagnostic clinic. (%) Follow-up visits result- 
ing from the original physical examination. (h) Home or 
hospital visits to the injured or sick in the capacity of a 
friend, never professionally, to determine the progress and 
estimate probable date of return to work for the benefit of 
the foremen of the department. (1) Health education—talks 
to groups of employees, posters on health bulletin boards, and 
pamphlets given to employees by the physician or nurse. (/) 
Sanitary survey of plant annually and frequent inspection 
throughout the year with particular reference to occupational 
hazards. (k) Accident prevention: (1) by cooperating with 
the safety program; (2) by getting an accurate report of the 
way each accident happened from the injured employee; (3) 
by following up the mechanical factor at fault to see that the 
accident does not happen again. 

Experience has shown that in carrying out this program 
the nurse in the plant tends to become the key to the perma- 
nent success of the service even more than does the physician. 
She must assume not only the nursing duties but the adminis- 
trative duties as well. This is especially true when she must 
work with a physician who has a private practice. The physi- 
cian must rely on her for the first handling of many conditions 
which he will later review but which at the time may be 
considered an emergency. And yet without the sustained 
interest of the physician and his adherence to the hours 
scheduled, much of the success of the program will fall by 
the wayside. In twelve years I have had yet to find any 
important executive in the plant who has attempted to  influ- 
ence me in matters involving medical or surgical judgment 
about any individual employee. 
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The present cost of a part time medical service is as fol- 
lows: (a) Physician’s time per scheduled hour, $4. (b) Visit- 
ing nurse society’s charge per scheduled hour, $1.25. (c) Other 
items of cost based on a plant of 100 employees: (1) esti- 
mated cost per month of drug and dressing supply, $15; (2) 
original cost of dispensary equipment—furniture, instruments, 
and so on, $150; (3) original cost of drug and dressing supply, 
$75; (4) original cost of constructing a two room dispensary 
including sink, electrical fixtures and outlets, from $50 to $500. 
If these items covering the original expense of setting up the 
complete dispensary are excluded, a plant of 100 employces 
could start a so-called minimal service for about $10 a week. 
Experience has proved, however, that the single one hour a 
week visit by the physician and the one hour a week visits by 
the nurse as a minimal service is inadequate even in the quite 
small plants. 

Interesting an employer in medical service for his employees 
has been a matter of intensive education and salesmanship. 
Education by any other than direct interview was not fruitful. 
Repeated announcements of the availability of such a service 
were made through the chamber of commerce and the trade 
associations without a single inquiry being made as to further 
details. In spite of the fact that this representative was fully 
informed on industrial health work and skilled in the psychol- 
ogy of salesmanship, it often took several interviews with the 
most health-minded employer before he felt ready to institute 
the service. In securing the first nine or ten firms with a 
total of about 4,000 employees, upward of 900 interviews and 
reinterviews were required. Of course, this included contacts 
with some forty or fifty firms which were not good prospects. 

Six years has elapsed since the health council concluded its 
demonstration. During that time I have learned of no small 
plants in Philadelphia which have instituted any sort of a 
medical service, although probably a few have done so. It is 
my feeling that a much larger number of small plants would 
provide a medical service for its employees if the message were 
carried to the employer on purpose. Whether this should be 
done by the physician, the local medical society or some organ- 
ization approved by the local medical society can be a matter 
for subsequent consideration. 

The dispensary, ideally, should be located with reference to 
accessibility, light and freedom from noise, but in many small 
plants space is at so great a premium that there is little option 
as to location. The space when selected must be walled off 
to create a room, which is subdivided into a larger general 
treatment room and a smaller examining room as in the letter 
E. Experience has shown that it pays to draw the plans to 
scale and in sufficient detail to show the desired location of 
the dividing partition, the sink, the lights and the electrical 
outlets. Furthermore, the furniture and large pieces of dis- 
pensary equipment should be cut out of cardboard to scale and 
prearranged in their most effective dispensary location. The 
resulting layout will then be a precise guide to the workmen 
in building the dispensary, and a boon to the physician and 
nurse when beginning the service. 

The original list of equipment and supplies has changed a 
little from time to time according to the efficiency of the newer 
items introduced to the profession. I have found, however, 
that the simplicity of the equipment remains essentially 
unchanged not so much because of the expense or even lack 
of room to house it as because of the lack of time to make 
the fullest use of it. I refer particularly to the finer equip- 
ment for diagnosis and physical therapy. 

The service will get off to a better start if definite attention 
is paid to certain details of procedure at the time of opening 
the dispensary and in establishing a few important practices 
in the early weeks of its inception. The essential considera- 
tions are: (a) Talk to foremen and forewomen by physician, 
explaining purpose of dispensary and its relationship to all the 
employees. (b) On health bulletin boards, installed as a part 
of the work of equipping the dispensary, these notices: (1) 
first notice, announcing the opening of the dispensary; (2) 
second notice to all employees “what to do in case of acci- 
dents”; (3) third notice, especially to foremen, to notify the 
dispensary of absentees of two days’ duration. (c) On health 
bulletin boards: (1) the dispensary schedule at all times; (2) 
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a monthly change of health posters and accident posters. (d) 
From timekeeper: (1) payroll by departments, including clock 
numbers; (2) names of absentees for any reason twice a week. 
(e) An early trip through the plant by physician and nurse 
to become somewhat acquainted with the processes, location of 
departments, and accident and health hazards. (f) Selecting 
and training first aid men or women. (g) Location and con- 
tents of all first aid boxes. (/) With superintendent: (1) 
arrange for preemployment examination of all new employees ; 
(2) arrange for the physical examination of the present 
employees in this order: superintendent, forewomen, foremen, 
and female and then male cmployees. (i) Establishment of 
working relationship with claim agent of carrier of the plant’s 
compensation insurance. | 

The final step in this promotion of health work in small 
plants is the transfer of the service to the administration of 
the plants themselves. Since this work was in the nature of 
a demonstration on the part of the health council, it was not 
considered complete until it had been transferred. When, 
therefore, the work of the dispensary had been integrated into 
the routine of the plant and well established, it was turned 
over to the plant for future management. In the modified 
plan with the flexible hourly service of the visiting nurse 
society, only one or two plants needed to be considered and 
the transfer to the management became comparatively simple. 
With either plan a complete divorcing from the health council 
of the medical work of the plants was accomplished with no 
change in the character of the work and but little change in 
previous routine. The physician and nurse were placed on 
the payroll of each plant and were thereafter jointly respon- 
sible for the continued functioning of the dispensary at the same 
level of service as previously. The health council continued 
to manifest an active interest in the future welfare of each 
plant. Today, six years after the conclusion of its seven year 
demonstration, it maintains an interest in the progress of the 
medical services of the plants it was instrumental in starting. 

The extent of the demonstration during those seven years 
can be gaged by these facts: (1) Dispensaries were estab- 
lished in thirty-one plants which represented a total number 
of employees of 9,721, (2) nineteen physicians and twenty-two 
nurses were employed for various periods in this work, and 
(3) the amount paid to those doctors and nurses was a total 
of $62,078. The industries were diversified as to both kind 
and size. Of the thirty-one plants there were eleven confec- 
tioners, two cake and cookie bakers, two pork packers, one 
root beer manufacturer, three lithographers or printers, two 
woolen yarn or woolen knitting mills, one silk mill, one narrow 
tape mill, one blue serge suit manufacturer, one elastic goods 
mill, one iron and steel mill, one lead and alloy foundry, one 
cigaret factory, one paper bag maker, one paper box maker 
and one calf skin tannery. The number on the payroll in these 
plants varied from twenty-five in the yarn mill to 560 in the 
tannery, with an average of 200 for all plants. Many of the 
plants have discontinued the service. Of the thirty-one orig- 
inal plants, thirteen still maintain their medical service. Of 
the eighteen which discontinued the service the reasons, so far 
as have been learned, are as follows: nineteen apparently 
financial, four moved out of the city, leaving five the reasons 
for which are not known but which could be due to some fault 
of the service itself. I had the gratifying experience of spend- 
ing from six months to two years in twenty-seven of these 
plants before they were transferred, and since 1932 I have 
continued personally to maintain the service in five of them 
as an increasingly interesting full time work. 

I have fallen short of the goal we would all like to achieve. 
I have formed certain convictions from experience: that a 
health salesman to carry the message personally to the 
employer is almost a necessity, that some means should be 
developed to help the average private practitioner learn more 
about the practice of medicine in industry and help him main- 
tain permanent interest in his small plant work, and that when 
available the efficient, flexible nursing service of the visiting 
nurse society should be used. I feel that nothing but good 
can come from the local medical society, being prepared to 
point the way toward adequate medical service in small plants, 
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even though the idea of active promotion at first is not adopted. 
I suggest (1) that the Council on Industrial Health initiate 
the preparation of a pamphlet as a detailed guide for estab- 
lishing a medical service in small plants, to be available to local 
medical societies, (2) that local medical societies establish a 
section of industrial health and (3) that a committee of the 
Council be formed to study the problem of presenting the 
medical service idea to small plants both by way of announcing 
its availability and by possible active promotion later on. 


Methods of Appraisal 

Dr. Leverett D. Bristot, New York In no field of medi- 
cine or public health have more rapid or significant develop- 
ments recently taken place than in industrial health. The 
terminology and objectives of today are different from those 
of yesterday. A short time ago one spoke only of occupa- 
tional diseases and accidents. Now one speaks of industrial 
health, including the prevention and control of syphilis as well 
as of silicosis, of tuberculosis as well as of traumatic neurosis, 
of pneumonia as well as of plumbism, of the common cold as 
well as of carbon monoxide poisoning, of heart disease as well 
as of heat exhaustion, and of off-duty accidents as well as of 
industrial injuries. The policeman approach to the problems 
of industrial hygiene is giving way to the medical and public 
health approach. 

Industrial health implies not only that health should be pro- 
moted in industry but also that industry should take a leading 
part in community health, The vast majority of workers are 
employed by smaller plants and business concerns, most of 
which have little or no facilities for adequate programs of 
industrial health, largely because of the financial outlay 
involved. 

A somewhat standardized survey and appraisal form would 
make it possible for the business executive of a smaller com- 
pany to know what his company is doing or should be doing . 
for employee health and what measurable progress is being 
made from year to year in the development. toward an ideal 
program. What is most necessary is to give executives of 
smaller organizations at least an outline of what they ought 
to know about the essentials of an industrial health program. 
To help them evaluate a program of health services, an actual 
numerical rating scheme also might be valuable. It would not 
necessarily follow that each executive of a smaller plant or 
business would have to do all the things suggested or implied 
in a survey and appraisal form or that he would have to set 
up his own medical staff to carry on suggested activities. If 
he does not have the means in the way of adequately trained 
personnel to “carry on,” the best thing for him to do is to 
find out where he can get it done. A fairly simple, standard- 
ized health survey form for smaller companies and business 
concerns could be used to survey health effort and perform- 
ance in a very general way and would not attempt to stress 
the actual quantitative or qualitative services rendered. Such 
a form would visualize a fairly complete, well-rounded pro- 
gram, which is the first essential. 

Since 1932 a Subcommittee on Industrial Health Appraisal 
of the Committee on Administrative Practice of the American 
Public Health Association has attempted, with partial success, 
to promote the health appraisal idea and plan in industry. 
Each year a growing interest in such a plan has been mani- 
fest on the part of various individuals, agencies and industrial 
organizations. Dejon and Simonds state with regard to the 
plan: 

1. It has provided a list of definite health and accident activities which 
are essential to a constructive, well rounded program of health service. 
This list of activities, prepared and approved by medical authorities, consti- 
tutes a scientific approach to the establishment of methods of procedure. 

2. It has aided us in planning definite health activities for each ensuing 
year, guiding us in the direction of the ideal without undue experimenta- 
tion. After the appraisal, a definite program of health activities to be 
pursued for the current year is prepared, and definite assignments of 
administrative responsibility for particular health activities are made to the 
various departments, units of organization or individuals which insures 
coordinated effort toward the completion of the program during the year. 
In this program, management concentrates its energies on those particular 
health activities which are directly related to the immediate needs of its 
business. 

3. It has provided, through ratings, a comprehensive measurement both 
to management and to health supervisors of the extent to which the various 
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planned health activities have been administered, and it has also been a 
measurement of the progress we have made in approaching the ideal of an 
industrial health program. This method of measurement is far more 
stable and reliable than the old yardsticks, such as the number of sickness 
days or the cost per case as compared with previous years, because many 
intangible factors affected such a measuring scheme. One year the influ- 
enza incidence may be high, the next year low, as a result of cyclic 
epidemics. 

4. It has steadily strengthened interest in our health activities not only 
within the medical department and among the health counselors but also 
on the part of management at various organization levels. 


While for various reasons the health survey and appraisal 
plan undoubtedly will make slow progress in larger industrial 
organizations, it may have its greatest usefulness as a stimulus 
and guide to smaller business concerns. 

As an example of the possibilities involved in such an indus- 
trial health survey form, reference is made to a form recently 
adopted by the National Industrial Conference Board and dis- 
tributed to about 800 industries in the board’s present study of 
industrial health and medical services. Of the 800 industries 
now being studied by the board, about 450 are those having 
500 or more employees and 350 having less than 500 workers. 
The survey form of the National Industrial Conference Board, 
through minor changes in arrangement and certain additions, is 
an improvement on our original health survey form for smaller 
industries. In contrast to forms used in the past by various 
agencies in their studies and reports on medical services in 
industry, this form, in agreement with present trends in indus- 
trial health, specially emphasizes positive health promotion and 
general sickness prevention among workers. 

Until such surveys, trial appraisals and reports have been 
compiled over a sufficient period of time, no final attempts can 
be made to develop an official, standardized appraisal form or 
method for promoting or measuring individual company per- 
formance in respect to industrial health services. 

As specialists interested in the broad aspects of industrial 
health administration, we must attempt to produce administra- 
tive tools for management and be prepared to interpret them to 
management in the language of management. No opportunity 
should be lost to emphasize the fact that industrial health sur- 
veys and appraisals are nothing more than important tools to 
help in planning, organizing and controlling business efficiency. 

For smaller business concerns, much of the health service and 
medical work ultimately must be carried on either (a) by groups 
of these smaller concerns working together as units through 
some joint plan of centralization, as for example those in one 
building or trade group or in a restricted locality on the basis 
of divided costs for medical, nursing and other assistance 
required, or (b) by local community agencies, such as official 
health departments, tuberculosis and other voluntary or unofficial 
health agencies, university institutes of industrial hygiene, or 
organized local medical societies or groups of physicians. 


DISCUSSION ON MEDICAL SERVICE TO SMALL 
INDUSTRIAL PLANTS 


Dr. Etston L. BELKNAP, Milwaukee: The paper of Drs. 
Heiser and Shafer presents an excellent statement of the scope 
of the problem as well as tangible evidence to show the small 
employer both the advisability and the feasibility of his inaugu- 
rating a real medical service. As chairman of the Committee 
on Occupational Disease of the Milwaukee County Medical 
Society, I have for the past four years been faced with the 
problem of arousing the interest in occupational hazards both 
in the small employer and of the physician who did his indus- 
trial work. In arriving at their annual cost of from $10 to 
$13.50 per man for medical care, I wish to inquire as to just 
what they include under “medical care.” Is it just occupational 
illness and injury or does it include also actual treatment of 
nonoccupational disease or the ordinary disease of the com- 
munity, which they state causes 90 per cent of absenteeism from 
industry? Certainly it would seem that Drs. Heiser and Shafer 
do not include more than the diagnosis of nonoccupational dis- 
ease in arriving at such a relatively low cost. As a part time 
consultant in occupational disease for eight years to a plant 
often falling just within the limit of 500, I have had the oppor- 
tunity of studying men serially who have been exposed to dust 
of lead, copper, manganese and silica as well as to the volatile 
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solvents, cyanides and carbon monoxide. Not only the pre- 
employment but the frequent periodic examinations at two to 
four week intervals needed for certain of these workers not for 
treatment but for actual prevention of disability has made a 
medical cost of at least $13.50 to $15 per annum. This includes 
the cost of surgical treatment of injury. Should the cost of 
adequate annual protection of his worker run even to $20, I do 
not believe the small American employer would be really 
appalled. Even that amount will still be good business and good 
humanitarianism. Dr. McCord frankly faces the fact of present 
inadequacies both in the interest and in the specialized training 
of the private physician. I believe that both of these issues can 
and will be improved as we raise the level of general practitioner 
knowledge of industrial health by seminars and field trips spon- 
sored by our medical society groups. Dr. McCord has properly 
emphasized the need of specially trained occupational disease 
consultants in each community. These physicians should be 
able too to evaluate from their personal observation of plant 
processes and from engineering surveys the question of exposure 
to a toxic substance over against its effect on the human body. 
In this congress Dr. Besley has reported that the worker receives 
the highest grade of preventive medical service when the same 
physician who treated him for occupational disease was also 
charged with the responsibility of inspecting his plant for hazard- 
ous conditions. I would add that such medical consultants should 
have the broad experience of general diagnosis gained in the 
field of internal medicine in private practice. Dr. Everts has 
given a valuable account of one type of experiment in meeting 
the needs of medica! service for the small industry in a large 
community. He demonstrates brilliantly the practicability of 
grouping two or more small plants into a unit for service by 
one physician and nurse. I approve the part time medical service 
which he suggests because I believe that the element of private 
practice provides a stimulus difficult to obtain otherwise. One 
might question the advisability of rigidly demanding a complete 
examination in from fifteen to seventeen minutes. A fixed price 
per hour of medical service—an hour packed with real service— 
is a good idea. I do not believe, however, that Dr. Everts wishes 
us to take $4 an hour as a standard for medical service. Vary- 
ing circumstances of cemmunity custom as well as of personal 
skill and experience will call for corresponding levels of 
remuneration. Surely, such a key position as the physician 
holds for maintenance of proper employer-employee trust and 
human understanding should be adequately compensated. Physi- 
cians should no longer underestimate either their responsibilities 
or their value both to industry and to the worker. Dr. Everts 
suggests the innovation of the local medical societies sponsoring 
the establishment of these “health units.” I suggest another 
new departure. In certain instances why not allow the traumatic 
surgeon to attend the accidents of industry and the internist to 
help prevent the diseases of occupation. From my experience 
I have found such teamwork beneficial for employer, worker 
and physician. The appraisal form method of Dr. Bristol should 
be of ever increasing value. We all benefit by such searching, 
periodic self analysis. I have found that a monthly written 
review is of even more value than the time honored annual 
report. Dr. Bristol stresses that we must learn to deal with 
business executives in their own language of analysis and inven- 
tory. We must never let them forget, moreover, that our prime 
responsibility is in the doctor-patient relationship. To these 
ends may all interested parties continue to exchange experiences 
in repeated annual congresses on industrial health. Eventually 
we physicians of the American Medical Association may come 
together with a few generally admitted basic principles on effects 
of occupational disease on the worker and announce our agree- 
ment before the lay world on such questions as disability in 
uncomplicated silicosis or as to the likelihood and evaluation of 
percentage disability for residuals from specific industrial poisons, 

Dr. A. G. KAMMer, Chicago: I should like to comment on 
a question or two raised in the paper by Dr. Everts. There are 
certain reasons why an industrial medical examination has to be 
complete: 1. Men coming in for examination are not sick nor 
do they look sick. 2. They usually go to their family physician. 
3. The purpose of the examination is to discover disease at its 
earliest stage. 4. Misdiagnosis destroys the confidence of men 
in the medical department. In the past three years I have made 
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7,000 examinations and have had an additional 6,000 made under 
my supervision. To do this work well it has been found neces- 
sary to take about twenty minutes per man. It takes enough 
time besides that to make records and to interview men and 
give them results of examinations, so that a doctor working 
vary hard can’t make more than eight examinations, and do 
them well, in less than half a day. My objection to the recom- 
mendation made by Dr. Everts is that I believe he is getting into 
our record here a standard which is too low for industry gener- 
ally to accept. 

Dr. S. Everts, Philadelphia: 
word “inspection” instead of “examination.” I fully appreciate 
the fact that you can’t examine a man in twenty minutes. Some- 
times we take over a half hour for a thorough examination. But 
when the plant has had a strike, and they come back in one day 
and hire 100 new men, what are you going to do about it? 
You certainly aren't going to take half an hour for an exami- 
nation. We call it an inspection and let it go at that. 


Suppose we use the 


RADIO BROADCASTS 

The fourth series of programs broadcast in dramatic form 
portraying fictitious but typical incidents of significance in rela- 
tion to health by the American Medical Association and the 
National Broadcasting Company, entitled “Your Health,” began 
Wednesday October 19 and will run consecutively for thirty- 
six weeks. The program is broadcast each Wednesday over the 
blue network of the National Broadcasting Company at 2 p. m. 
eastern standard time (1 p. m. central standard time, 12 noon 
mountain time, 11 a. m. Pacific timé). 

These programs are broadcast on what is known in radio 
as a sustaining basis; that is, the time is furnished gratis by 
the radio network and local stations and no revenue is derived 
from the programs. Therefore, local stations may or may not 
take the program, at their discretion, except those stations 
which are owned and operated by the National Broadcasting 
Company. 

The next three programs to be broadcast, together with their 
dates and their topics, are as follows: 


March 1. Diabetes. 
March 8&8 Water, Waste and Sanitation. 
March 15. Guarding Fresh F ‘ 


Owing to program conflicts, there will be no Chicago broadcast of the 
cach program. Instead, a recording of the program will broadcast 
over station WENR at 8 p. m. each Wednesday. This recording will be 
an a th tM of the network program broadcast earlier the 
sa ay 
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RADIO STATIONS BROADCASTING 
“YOUR HEALTH” 
The following radio stations were reported by the National 
Broadcasting Company as taking the Your Health program 
Dec. 31, 1938: 


WTAG Worcester, Mass) WIBM Jackson, Mich. 
Wie New York WRDO Augusta, Maine 
WMAL Washington, D.C. WLBZ Bangor, Maine 
XYZ Detroit WNBC New poker Conn. 
WCKY Cincinnati WMPS phis, Tenn, 
KSO Des Moines, Iowa WSGN Ala. 
WREN Kansas City, Mo WAG tlanta, Ga 
WARY ny, N.Y WALA Mobile, Ala. 
WLEU Erie, Pa WROL Knoxville, Ten 
WRT Richmond, Va. KY Oklahoma City 
WFEA Manchester, N. H. KTBS Shreveport, 
WORK York, Pa KTOK Oklahoma City 
WGAL Lancaster, Paw KXYZ Houston, Te 
WTA Norfolk, Va. KGB Springfield, Mo. 
WCOL Columbus, Ohio KFD Beaumont, T 
WGL Fort Wayne, Ind. KRIS Corpus Christi, Texas. 
WOOD Grand Rapids, Mich. KFY ismarck, N. 
WGBF Evansville, Ind. KUTA Salt Lake City 
WEBC Duluth-Superior KSEI Pocatello, Idaho 


WPTF aleigh, Cc. KGO an Francisco 
WSOC Charlotte, N. C. KECA Los Angeles 
FB Greenville, S. C. KEX Portland, na 
WWNC Asheville, N. C. KJR Sea 
WIS Columbia, S. C. KGA S 
WCSC Charleston, S. C. KFBK Calif. 
WIAX Jacksonville, Fla KWG Calif. 
WFL Tampa, Fla KMI sno, Calif. 
WELI Battle Creek, Mich KERN Bakersielt Calif. 
WIIM Lansing, Mich. KFSD San Diego, Calif. 
WFDF Flint, Mich. CFCF Montreal, Que. 


THE ST. LOUIS SESSION 


Annual Tournament of the American Medical 
Golfing Association 

The twenty-fifth annual tournament of the American Medical 
Golfing Association will be held at the Norwood Hills Country 
Club Monday May 15. Since there are from 250 to 300 con- 
testants and many of the trophies are for thirty-six holes, which 
must be played on the Monday designated, the association is 
fortunate to have available two beautiful golf courses at this 
club. Following the tournament a dinner will be held at the 
club. There will be nine major events with nine trophies. 
There are also more than forty prizes to be awarded for various 
classes. These prizes include golf bags, golf clubs, traveling 
sets, golf jackets, cocktail sets, doctors’ bags and other desirable 
articles. The president of the association is Dr. E. S. Edgerton, 
106 North Main Street, Wichita, Kan., and the executive 

secretary Bill Burns, 2020 Olds Tower, Lansing, Mich. 


MEDICAL LEGISLATION 


MEDICAL BILLS IN CONGRESS 


Change in Status —H. R. 3537 has been favorably reported 
to the House, proposing to extend the facilities of the United 
States Public Health Service to active officers of the Foreign 
Service of the United States. 


Bills Introduced—S. 1218, introduced by Senator Sheppard, 
Texas, and H. R. 4035, introduced by Representative Beck- 
worth, Texas, propose to amend the Social Security Act by 
adding a new title whereunder to aid the states to provide 
money payments to needy individuals who are 18 years or more 
cf age and are permarently incapable of self support by reason 
of a physical disability or defect, not mental. S. 1416, intro- 
duced (by request) by Senator Ashurst, Arizona, proposes to 
make the provisions of the United States Employees’ Compen- 
sation Act applicable to all civil officers of the United States. 
S. 1428, introduced by Senator Andrews, Florida, proposes to 
grant service pensions to male contract nurses of the Spanish- 
American War. S. 1460, introduced by Senator Sheppard, 
Texas, contemplates that the retired personnel of the Army, 
Navy, Marine Corps, Coast Guard and Fleet Naval and Fleet 
Marine Corps reservists requiring hospitalization shall be 
entitled to enter any Army or Navy hospital on their own 
personal request, under the same conditions as are now, or 
which hereafter may be, fixed for the active service. Appli- 
cants residing within an Army or Navy hospital area, who 


require medical attention and who are unable, because of 
physical disability, to journey to such Army or Navy hospital, 
are to be accorded outpatient treatment on parity with active 
service personnel residing within the same hospital area. S. 
1461, introduced by Senator Sheppard, Texas, proposes that 
hereafter the retired enlisted personnel of the Army, Navy, 
Marine Corps and Coast Guard, when hospitalized or domiciled 
in any Army or Navy hospital or United States Naval or 
United States Soldiers’ Home, shall be extended such treat- 
ment or domiciliary care without cost. S. 1464, introduced by 
Senator Pittman, Nevada, proposes to extend the facilities of 
the United States Public Health Service to active officers of 
the Foreign Service of the United States. H. R..3602, intro- 
duced by Representative Youngdah!, Minnesota, proposes to 
authorize an appropriation of $650,000 to construct a United 
States Veterans’ Administration domiciliary unit to provide 
700 beds at Fort Snelling, Minnesota. H. R. 4091, introduced 
by Representative Risk, Rhode Island, proposes to authorize 
an appropriation of $1,000,000 to construct a veterans’ neuro- 
psychiatric hospital and domiciliary facility in Rhode Island 
with a capacity of at least 400 beds. H,. R. 4170, introduced 
by Representative Mundt, South Dakota, proposes to enact a 
Navigable Waters Antipollution Act. H. R. 4188, introduced 
by Representative McCormack, Massachusetts, proposes to 
authorize an appropriation of $2,000,000 to construct a veterans’ 
hospital in or near Boston with a capacity of 300 beds. 
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STATE MEDICAL LEGISLATION 


Alabama 

Bill Introduced—H. 161 proposes to require each applicant 
for a marriage license to present a certificate from a licensed 
physician that the applicant has been examined for venereal 
disease and, in the opinion of the physician, is either not infected 
with venereal disease or, if infected with syphilis, is not in a 
stage of that disease which is communicable. The examination 
by the physician is to include a physical examination, an 
approved laboratory test for syphilis and, when indicated, a 
microscopic test for gonorrhea. 


Arkansas 


Bills Introduced.—H. 423 proposes to enact a workmen’s com- 
pensation law (1) to require employers to pay stated compensa- 
tion to workmen suffering “accidental injury or death arising 
out of and in the course of employment, and such occupational 
disease or occupational infection as arises naturally out of such 
employment or as naturally or unavoidably resuits from such 
accidental injury” and (2) to provide to injured workmen “such 
medical, surgical or other attendance or treatment, nurse and 
hospital service, medicine, crutches, and apparatus as may be 
necessary during sixty days after the injury or for such time 
in excess thereof as in the judgment of the [Workmen’s Com- 
pensation] Commission may be required.” Apparently the 
injured workman is to be entitled to select his own physician 
only in an emergency or if an employer fails or neglects to 
provide one. H. 434 proposes that all actions for malpractice 
against physicians, dentists and hospitals must be commenced 
within three years after the accrual of the cause of action. The 
bill also proposes that a cause of action shall not be deemed to 
have accrued until the date it is discovered by the patient. 
S. 219, to amend the law providing that no licensed physician 
shall be compelled to disclose in a civil action any information 
which he acquired from his patient while attending in a profes- 
sional capacity, proposes to give a similar privilege to trained 
nurses. 

California 

Bills Introduced. —S. 548 proposes so to amend the Insurance 
Code as to permit the organization of corporations to operate 
so-called nonprofit health and hospital service plans whereby 
there may be furnished by those corporations to their subscribers 
(1) medical care through licensed physicians employed by the 
corporation, (2) hospitalization, (3) nursing care, (4) dental 
care (5) and drugs and medicines. S. 696 proposes to authorize 
county boards of education to require school teachers to present 
certificates from physicians that they have submitted to physical 
examinations within three years last past and have been found 
free from tuberculosis. A. 1018, to amend the State Food and 
Drug Act, proposes, among other things (1) to redefine the term 
“drug” so as to include specifically “all chemicals or substances 
of whatsoever nature in the treatment of obesity due to what- 
ever cause,” and (2) to provide that the standard of purity of 
drugs shall be that of the United States Pharmacopeia and 
National Formulary and such further standards of strength, 
quality or purity as the state board of health may make relating 
to drugs not in the United States Pharmacopeia or in the 
National Formulary, and the regulations and ‘definitions adopted 
for the enforcement of the federal Food and Drugs Act of 1906. 
A. 1019 proposes to make the sale, dispensing, administering or 
prescribing of diphenylamine for any purpose a felony. A. 1131, 
A. 1147 and A. 1177 propose to enact a new law to regulate the 
sale and distribution of drugs, cosmetics and therapeutic devices. 
A. 1147 and A. 1177 propose to regulate also the sale and dis- 
tribution of food. A. 1515, to amend the workmen’s compensa- 
tion act, proposes (1) to give an injured employee the right to 
select a consulting physician, at the expense of the employer, 
if the employee is dissatisfied with the medical treatment being 
received from the physicians retained by the employer or insur- 
ance carrier, and (2) to provide that no injured workman shall 
be required to submit to an examination by an independent 
expert medical examiner selected by the industrial commission. 
S. 517, S. 1208 and S. 1215 propose to enact a so-called “Con- 
sumers’ Protection Act” to regulate the sale, distribution and 
advertising of foods, drugs, cosmetics and health devices. 
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S. 524 proposes to authorize the director of institutions, with 
the approval of the State Board of Control, to provide an 
institutional unit or units for the custodial care and treatment 
of defective or psychopathic delinquents of both sexes. S. 551 
proposes to enact a compulsory health insurance act whose 
so-called benefits are to be available to all employees in the 
state and to such other persons as voluntarily elect to come 
under the act. The benefits are to consist of all forms of 
medical, dental, hospital and nursing services, cash payments 
in the event of disability, and certain cash maternity benefits. 
These benefits are to be paid for from a payroll tax amount- 
ing to 6 per cent of wages paid. S. 1128 and A. 2172 propose 
to establish a system of compulsory health insurance applicable 
to all persons now subject to unemployment insurance. The 
bill proposes to make available to such individual all forms 
of medical, dental and hospital services which will be paid 
for by means of an additional payroll tax. The bill also pro- 
poses to permit any other person to elect to come under the 
act if his annual income is not more than $3,000. A. 1203 
proposes to enact an independent naturopathic practice act 
and to create a so-called “self-sustaining board of naturo- 
pathic examiners” to examine and license persons desiring to 
practice naturopathy. A. 1505, to amend the Business and Pro- 
fessions Code, proposes that “All advertising of medical business 
or the actual practicing of any system or mode of treating the 
sick or afflicted, which is intended or has a tendency to deceive 
the public or impose upon credulous or ignorant persons and so 
be harmful or injurious to public morals or safety constitutes 
unprofessional conduct within the meaning of this chapter.” 
A. 1574 proposes to make it a felony for any person to sell, 
dispense, administer or prescribe dinitrophenol for any purpose. 
S. 817 proposes to restrict the retail sale and distribution of 
“any registered, trade-marked or copyrighted preparation or 
compound registered in the United States patent office” con- 
taining barbital to sale or distribution on the prescription of a 
licensed physician, dentist or veterinarian. The present law 
imposes such a restriction on the sale of such a registered, 
trade-marked, copyrighted preparation only when it contains 
more than forty grains to the avoirdupois or fluid ounce. 
S. 990 proposes to create the dental corporation of California, 
which is to consist of all licensed dentists and licensed dental 
hygienists in the state. The corporation is to be governed 
by a State Dental Board, whose members are to be selected 
eventually by members of the corporation. The present mem- 
bers of the Board of State Dental Examiners are to constitute 
the first State Dental Board, but as their terms expire they 
are to be replaced by persons selected by the corporation. 
The State Dental Board is to exercise all the rights and 
assume all the duties now in the Board of Dental Examiners. 
The bill also proposes to repeal the existing laws relating to 
the practice of dentistry and to enact an entirely new dental 
practice act. This bill, so far as it will integrate the dental 
profession, is quite similar in theory and set-up to so-called 
bar integration acts in force now in a number of states. 
S. 1183 proposes to regulate the use of x-rays and x-ray 
appliances in connection with the examination of the jaws, 
teeth, alveolar process, gums, and the immediate adjacent 
structures of living human beings, as an aid to the diagnosis 
and treatment of diseases and lesions pertaining thereto. The 
bill proposes to create a dental x-ray qualifying committee to 
determine the qualification of applicants for permits authorized 
by the bill and to report the qualifications to the Board of 
Dental Examiners, which on the recommendation of the com- 
mittee will issue such permits to qualified applicants. Two 
permits are proposed by the bill: first, an unlimited permit, 
the holder of which is to be called a dental roentgenologist 
and is to be authorized to diagnose and treat the diseases and 
lesions of the jaws, teeth, alveolar process, gums, and imme- 
diate adjacent tissues by means of x-rays or radiographs and 
to own, possess, or operate x-ray devices or x-ray laboratories ; 
second, a limited permit, the holder of which is to be called 
a dental radiographer and is to be authorized to own, possess 
or operate a dental x-ray laboratory and to render technical 
descriptions of the shadows visible in roentgenograms to those 
licensed by law to diagnose ailments and treat the sick. The 
bill specifically provides that it is not to be construed to pro- 
hibit the ownership, possession or operation of x-ray devices 
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used for the lawful diagnosis and lawful treatment of persons 
by licensed physicians, dentists, osteopaths, drugless practi- 
tioners or chiropractors. A. 1307 proposes stated state and 
county aid to persons convalescing from tuberculosis. A _per- 
son is to be deemed convalescing until he is able to return 
to the regular employment in which he was engaged prior to 
contracting tuberculosis. A. 1712, to amend the law authorizing 
the organization of corporations to operate nonprofit hospital 
service plans, proposes in effect to permit such corporations 
to enter into contracts covering the “indemnification of the 
beneficiary or subscriber for the costs and expense of profes- 
sional medical service rendered in connection with hospitaliza- 
tion.” A. 1796 proposes to prohibit the manufacture, adver- 
tising, sale or transportation of adulterated, mislabeled or 
misbranded cosmetics and to regulate the traffic in cosmetics 
and complexion soaps. A. 1874 proposes a system, under the 
supervision of the State Department of Public Health, for 
providing medical care, including medical, dental, nursing and 
hospital care and the supplying of pharmaceutical and thera- 
peutic appliances to needy persons, the cost of which is to 
be apportioned between the state and the counties. The bill 
specifically provides that, subject to the rules and regulations 


adopted by the department, “medical care shall be provided 
; to any resident of the State who has not sufficient 
income to provide himself and his dependents with 


proper medical, dental, nursing, hospital, pharmaceutical, and 
therapeutic appliance care, without depriving himself or his 
dependents of necessary food, clothing, shelter, and similar 
necessities of life.” S. 657 proposes to establish a health and 
safety code, which contains provisions relating to, among other 
things, (1) the duties and rights of the State Department of 
Health and local health departments and officers; (2) the regu- 
lation of clinics and dispensaries and maternity hospitals; (3) 
the quarantine laws of the state; (4) the maintenance of tuber- 
culosis hospitals by governmental subdivisions; (5) sanitation 
and sanitary districts; (6) dead bodies, their burial, removal 
and disinterment, including the disposal of unclaimed dead 
bodies ; (7) cemeteries; (8) vital statistics, and (9) the regula- 
tion of the possession and distribution of narcotic drugs. 


Connecticut 


Bills Introduced.—S. 168 proposes to enact a separate practice 
act for practitioners of physical therapy, physical culture and 
massage, and to create a board of examiners to examine and 
license persons desiring to practice in the fields indicated. 
Apparently the maximum educational qualification to be 
required of applicants for such a license is graduation from a 
college or school giving a course in physical therapy, physical 
culture or massage after pursuing courses for at least two years 
of eight months each. S. 320 proposes to authorize the judges 
of the superior courts to appoint in each congressional district a 
medical consultant to the compensation commission to investi- 
gate and determine, when directed by the compensation commis- 
sioner, the pertinent facts pertaining to the physical and/or 
mental status and condition of claimants for workmen’s com- 
pensation. H, 294 proposes to require every physician. attending 
a pregnant woman to take or cause to be taken a sample of her 
blood at the time of first examination and to submit that sample 
to an approved laboratory for a standard serologic test for syphilis. 
Every other person permitted by law to attend pregnant women 
but not permitted to take blood tests must cause a sample of 
blood to be taken by a duly licensed physician and submitted 
to an approved laboratory. H. 857 proposes to authorize the 
state medical society and the county medical societies in Fair- 
field, Hartford, Litchfield, Middlesex, New Haven, New London, 
Holland and Windham counties, jointly or severally, to incor- 
porate for the purpose of operating a medical service corpora- 
tion. The bill proposes to define a medical service corporation 
as “a non-profit sharing Corporation without capital stock 
organized under the laws of the State for the purpose of 
establishing, maintaining, and operating a plan, whereby medi- 
cal service may be provided, at the expense of said corporation 
by members of the medical association or associations to sub- 
seribers under contract entitling such subscriber to certain med- 
ical services.” S. 538 proposes to authorize the trustees of 
the Connecticut State Hospital to establish a school for the 
training of psychiatric attendants. S. 875 proposes to require 
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the State Commissioner of Welfare to provide for the medical 
care of recipients of old age assistance. S. 921 proposes to 
authorize the judges of the superior court to appoint for each 
county a coroner and a deputy coroner who must be attorneys 
at law. S. 931, to amend the osteopathic practice act, proposes 
that any person who is a graduate of a college of osteopathy 
the curriculum of which has the written approval of the National 
Society of Osteopathy of the United States on passing an exami- 
nation on the subjects taught in the college and prescribed by 
the Board of Osteopathic Registration and Examination is to 
be entitled to practice in all subjects contained in the examina- 
tion. H. 1495 proposes to require, the governor to appoint a 
commission of five to study and investigate the subject of health 
insurance. S. 780 proposes to prohibit the sale of any arch 
support, braces or other foot or leg appliances except on the 
prescription of an orthopedic surgeon or of the state health 
commissioner. H. 1013, to amend the naturopathic practice act, 
proposes to permit naturopathic licentiates to prescribe or admin- 
ister dehydrated foods and concentrations properly labeled as 
such, tissue salts normally found in the human body and non- 
poisonous herbs. H. 593, to amend the law prohibiting the 
employment in a bakeshop of any person “affected with pulmo- 
nary tuberculosis or a scrofulous or venereal disease or with a 
communicable skin affection,” proposes to impose a_ similar 
restriction on the employment of persons with diphtheria, dysen- 
tery, paratyphoid fever, poliomyelitis, scarlet fever, smallpox, 
streptococcus sore throat or typhoid fever except on the written 
authorization of the health officer. 


Delaware 


Bills Introduced.—H. 46 proposes to establish, under the direc- 
tion and control of the State Board for Vocational Education, a 
division for the vocational rehabilitation and placement in 
remunerative employment of persons whose capacity to earn 
a living is or has been destroyed or impaired. S. 26, to amend 
the medical practice act, proposes, among other things, to 
authorize the refusal or the suspension or revocation of a license 
to practice medicine, in addition to the causes now stated in the 
law, for “chronic drug addiction” or for “violation of rules and 
regulations adopted [by the Medical Council] for the super- 
vision and control of professional conduct.” ° 

Bill Passed—H. 54, to amend the provisions of the medical 
practice act relating to osteopathy, was introduced February 6 
and passed the house February 9. The bill proposes that osteo- 
pathic applicants (1) be examined by the medical council and 
an osteopath designated by the Delaware State Osteopathic 
Society; (2) be examined in the subjects now enumerated in 
the law and, in addition, in “Therapeutics”; (3) must present 
evidence, in addition to the evidence of qualifications now 
required by law, that they have completed two years of accept- 
able college work, including English, physics, chemistry and 
biology, and have served as interns for one year in hospitals 
recognized by the American Osteopathic Association or by the 
American Medical Association. 


Illinois 

Bills Introduced.—S. 52 proposes to grant to hospitals, physi- 
cians and dentists treating persons injured through the negli- 
gence of others liens on all claims, rights of action, judgments 
and compromises accruing to the injured persons because oi 
their injuries. H. 110 proposes to prohibit the operation of a 
private hospital, nursing home, resting home or sanatorium 
unless licensed by the Department of Registration and Educa- 
tion and to impose an annual license fee of $25 on hospitals so 
licensed. 

Indiana 

Bills Introduced —H. 114 proposes to require évery physician 
within twenty-four hours after first learning of the existence 
of an occupational disease to report the facts to the State Board 
of Health. H. 225 proposes to increase to 180 days from ninety 
days the period after an industrial injury during which an 
employer must furnish, free of charge, to an injured workman 
necessary medical and hospital services. H. 276 proposes to 
enact a separate drugless practitioner’s practice act and to create 
a State Board of Drugless Examiners for drugless practitioners 
to examine and license applicants for such licenses. A _ license 
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issued by this board is to designate the school or college of 
healing to which the practitioner belongs and is to entitle the 
holder to practice said designated branch of drugless healing 
and to use natural, physical, manipulative, nutritional, electrical, 
mechanical and other drugless measures in the treatment of 
disease but is not to authorize the licentiate to practice operative 
surgery or obstetrics or to administer or prescribe any drug. 
The bill proposes to prohibit any licentiate from using the term 
“doctor” or “physician” unless he indicates that he does not use 
drugs or surgery in the treatment of disease. 


Iowa 
Bill Introduced —H. 307 proposes to authorize the organiza- 
tion of nonprofit corporations to contract to furnish hospital 
service to subscribers and to contract with hospitals to furnish 
the hospital service to its subscribers when needed. At least 
a majority of the directors of such corporations must be at all 
times administrators, or directors, trustees or members of the 
clinical staff of hospitals which have contracted or may contract 
with such corporations to render to their subscribers hospital 
service. 

Kansas 
Bill Introduced—H. 259, to amend the chiropractic practice 
act, proposes to require chiropractors to renew their licenses 
annually and to condition that renewal on the furnishing of 
satisfactory evidence to the board of chiropractic examiners 
that they have attended at least two days of the annual educa- 
tional program as conducted by the Kansas chiropractors asso- 
ciation or a postgraduate course equivalent thereto in the year 
preceding application for renewal. 


Maine 
Bill Introduced—H. 1195 proposes, as a condition precedent 
to the issuance of a license to marry, that both parties to the 
proposed marriage present physicians’ certificates that they have 
been given a standard test, as required by the State Department 
of Health and Welfare for the discovery of syphilis and gonor- 
rhea, made on a day not more than twenty days prior to the 
date of application and that, in the opinion of the physicians, 
neither party is infected with syphilis or gonorrhea or, if so 
infected, is in a stage whereby the disease may become com- 
municable. 
Maryland 
Bills Introduced—H. 103 proposes to require a physician 
attending a pregnant woman to take or cause to taken a 
sample of her blood at the time of first examination and to 
submit that sample to an approved laboratory for a standard 
serologic test for syphilis. Every other person permitted by 
law to attend pregnant women but not permitted by law to 
take blood tests is to cause a sample of the blood of such preg- 
nant woman to be taken by a duly licensed physician and sub- 
mitted to an approved laboratory. S. 85 proposes to enact 
a separate naturopathic practice act and to create a board of 
naturopathic examiners to examine and license persons to prac- 
tice naturopathy. 
. Michigan 
Biils Introduced —S. 93 proposes that, whenever any person 
charged with an offense punishable by life imprisonment has 
been bound over to the appropriate court, the clerk of that 
court is to notify the State Hospital Commission which is to 
cause the person to be examined by phychiatrists to determine 
the existence of any mental disease or defect which would 
affect his criminal responsibility, H. 140 proposes to require 
a physician making a diagnosis of pregnancy to make both a 
clinical and a laboratory test of the patient for venereal disease 
and, if the test shows a venereal disease, to institute proper 
treatment. The cost of all tests and treatments, if the patient 
is unable to pay for them, is to be paid from the appropriation 
to the Michigan Department of Health. H. 145 proposes to 
authorize the organization of corporations to operate nonprofit 
hospital service plans whereby hospital service may be pro- 
vided by any hospital or grovp of hospitals with which such 
corporations have contracts to such of the public as become 
subscribers to the plans entitling each subscriber to stated 
hospital care. 
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Missouri 


Bill Introduced—H. 182 proposes to prohibit the sale, pre- 
scription or fitting of any hearing aid device except on the 
written prescription of a licensed physician. 


Montana 

Bills Introduced—S. 51, to amend the chiropody practice 
act, proposes, among other things, (1) that “Chiropody (some- 
times called Podiatry) shall mean the diagnosis, medi- 
cal, surgical, mechanical, manipulative and electrical treatment 
of ailments of the human foot”; and (2) to provide that the 
State Board of Chiropody Medical Examiners consist of the 
secretary of the State Board of Medical Examiners, one physi- 
cian selected by the Board of Medical Examiners from its 
membership, and three chiropodists appointed by the governor 
from a list of names submitted by the Montana Association 
of Chiropodists. H. 180, to supplement the workmen’s com- 
pensation act, proposes to provide compensation and medical 
and hospital care for silicosis contracted by a worker in “any 
occupation wherein there is an exposure to silica dust.” The 
bill proposes to define silicosis as “a fibrotic condition of the 
lungs caused by inhalation of silica dust sufficient to render 
the workman incapable of following his regular occupation.” 
S. 28 proposes to require local and county health officers to 
make complete physical examinations of public school children 
within sixty days after their first enrolment in school. If it is 
found that a child is suffering from a contagious or infectious 
disease, the health officer must exclude the child from school 
and such child may not be readmitted until the officer certifies 
that the contagious or infectious condition has been removed. 
S. 83 proposes to make the possession, sale or distribution of 
peyote (pellote) or anhalonium unlawful. The bill ‘specifically 
provides however that it shall not apply to “transporting, 
possessing or using said peyote for religious sacramental pur- 
poses within the boundaries of an Indian reservation.” H. 177 
proposes to create the office of medical referee for each county 
in the state. @ he medical referee is to be a licensed physician, 
whose duties are to determine, with the advice of the county 
attorney, as to whether it is necessary for the county coroner 
to hold an inquest on the remains of any deceased person. 
Apparently, only on the finding of the medical referee as to the 
necessity of an inquest may a county coroner proceed with an 
inquest. H. 101 proposes to enact a food, drug and cosmetic 
act and to regulate the manufacture, sale, distribution and adver- 
tising of foods, drugs, cosmetics and devices. 


Nebraska 

Bills Introduced—Bill 181, to amend the provisions of law 
setting forth the educational qualifications required of applicants 
for licenses to practice osteopathy, proposes, in addition to exist- 
ing educational qualifications, that an applicant beginning the 
study of osteopathy after Dec. 31, 1940, must present proof of 
having completed, prior to his study of osteopathy, two years’ 
study in a college or university. Bill 444, to amend the laws 
relating to the practice of chiropractic, proposes among other 
things (1) to define chiropractic as “the science of locating and 
removing interference with the transmission of nerve energy” 
and (2) to permit licentiates “to practice chiropractic as taught 
in an accredited school or college of chiropractic [and] to use 
light, heat, air, water, food, and exercise, as factors of health, 
and of chiropractic in the treatment of disease; and the right 
to use electrotherapy to facilitate chiro-adjustment.” 


Nevada 


Bill Passed.—A. 41 passed the assembly, February 6, propos- 
ing to repeal the law approved March 22, 1921, entitled “An 
act to prohibit advertisements or manufacture and sale of cures 
or medicine relating to venereal disease and certain sexual 
disorders.” 


New Jersey 
Bills Introduced. — A. 48 proposes to require the medical 
inspector in every school district in the state to make eye and 
ear tests of public school pupils at least once annually. The 
bill also proposes to authorize the board of education of each 
school district to appoint specialists for eyes and ears and to 
fix their compensation, the specialists to assist the medical 
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inspector in making the tests required by the bill. S. 15, to 
amend the pharmacy practice act, proposes to permit persons 
other than licensed pharmacists to sell commonly used house- 
hold and domestic remedies in original unopened packages. 


New Mexico 

Bills Introduced.—S. 30 proposes to authorize the Department 
of Public Welfare to enter into a contract with the Holy Cross 
Sanitarium at Deming to treat state and other governmental 
employees for the ailments noted. No charge is to be imposed 
on such employees as are afflicted with tuberculosis, cancer, 
asthma, bronchitis, rheumatism and skin diseases other than a 
25 cent month deduction, which the bill authorizes to be deducted 
from their salaries. The bill also proposes to authorize the 
department to obtain an option to purchase Holy Cross Sani- 
tarium within two years at not to exceed $250,000. S. 68 
proposes to enact a so-called uniform food, drug and cosmetic 
act to regulate the sale, distribution and advertising of foods, 
drugs, cosmetics and therapeutic devices. S. 47 proposes to make 
it unlawful for any child to attend school, or for any teacher to 
allow a child to attend school, unless the child is immunized 
against diphtheria. H. 102 proposes to direct the Department 
of Public Health to preserve by proper scientific means such 
eyes of stillborn infants as it may receive and to distribute 
them in cases of blindness caused by corneal lesions when in 
the judgment of an eye specialist attending a particular patient 
their use would be indicated. The bill proposes to make it 
the duty of every practicing physician on delivering a still- 
born child to report, with the consent of the mother, the facts 
to the department so that no delay may be had in procuring 
the eyes and preserving them. No such eyes are to be received 
or accepted except with the full consent of the mother, and its 
father, if the father is living with the mother, and the depart- 
ment when such consent in writing is obtained may make such 
examination of the parents and of the child as would deter- 
mine the feasibility of using such eyes for the purposes indi- 
cated above. 
corporations to operate nonprofit hospital service plans whereby 
hospital care may be provided by the corporations or by hos- 
pitals with whom they have contracted to such of the public 
as become subscribers to the hospital service plans operated 
by such corporations. H. 123 proposes that, when a person 
convicted of a crime is found by a jury either to be a habitual 
drunkard or to have been under the influence of liquor at the 
time of the commission of the crime of which he is convicted, 
the trial court, after imposing sentence, may suspend sentence 
on condition that the defendant take treatment under the super- 
vision of the department of public welfare and that after taking 
such treatment he does not become intoxicated for five years. 
The cost of the treatment must be borne by the defendant, if 
he is financially able to do so, otherwise the necessary expenses 
will be paid by the state. The bill also provides a procedure 
whereby any alcoholic who is unable to pay for treatment may 
be treated at the expense of the state. 


New York 


Bill Introduced —S. 572, to amend the law prohibiting the 
operation of a motor vehicle without a license to do so, pro- 
poses to make it a condition precedent to the issue of such a 
license that the applicant present a certificate of a licensed 
physician that the applicant has been examined by him and 
tound to have no physical defect which, in his opinion, would 
render the applicant unfit to drive a motor vehicle. 


North Carolina 


Bills Introduced—S. 88 proposes to provide a uniform pro- 
cedure for the suspension or revocation by various North Caro- 
lina boards and commissions of licenses to engage in trades, 
professions and lawful callings. H. 258 proposes to forbid the 
sale of all medicinal preparations, whether proprietary, patented 
or sold on the prescription of a licensed physician, containing 
acetanilid or any of the bromides, unless the containers are 
marked “poison.” S. 121 proposes, as a condition precedent to 
the issuance of a license to marry, that each party to the 
proposed marriage present a physician’s certificate, executed 
within seven days from the date of application, that by the usual 
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S. 112 proposes to authorize the organization of | 


methods of examination the physician has found no evidence 
of any venereal disease in the infectious or communicable stage 
or of tuberculosis. Such certificates must also state that the 
applicant is not an idiot, an imbecile, a mental defective, of 
unsound mind or subject to epileptic attacks. S. 120 proposes 
that every woman who becomes pregnant shall have a blood 
sample taken and submitted to a laboratory approved by the 
State Board of Health for performing an approved test for 
syphilis and that any licensed physician shall, on the request 
of the woman, secure or cause to be secured a sample of her 
blood and submit it to an approved laboratory for the perform- 
ance of the test indicated. 


North Dakota 

Bills Introduced. —S. 197, to amend the medical practice act, 
proposes to increase the penalty for practicing medicine without 
a license or for violating any provision of the medical practice 
act, by authorizing the imposition of a fine of from $50 to $500 
and/or imprisonment in the county jail not exceeding one year, 
or both. Under the present law the fine authorized is from 
$50 to $300 and/or imprisonment from ten to thirty days. The 
bill also provides that any person convicted for the second time 
for violating any of the provisions of the medical practice act 
is to be deemed guilty of a felony. H. 287 proposes to enact 
a separate naturopathic practice act and to create a board of 
naturopathic examiners to examine and license persons applying 
for such a license. S. 155 and H. 350 proposes to repeal exist- 
ing laws regulating the possession and distribution of narcotic 
drugs and to enact what appears to be the uniform narcotic 
drug act. 

Ohio 

Bills Introduced.—H. 171 proposes to create a “public health 
study commission” to study all laws and acts concerning public 
health, organization of group medical service, compulsory 
health insurance, cooperation between groups and associations 
and agencies for the furnishing of medical and hospitalization 
services, and all other factors concerning and affecting the 
social problem of the availability of medical care and facilities 
to the people of the state. This commission is to make a full 
report of its findings and recommendations to the governor 
on or before July 1, 1939. H. 52 proposes to create a com- 
mission to study and investigate the possibilities for the 
rehabilitation of the visual and the physically handicapped of 
the state. S. 97, to amend the medical practice act, proposes 
(1) to require an applicant for a license to practice to have a 
minimum preprofessional education of two years of collegiate 
work in an approved college of arts and sciences; (2) to permit 
the State Medical Board to refuse to examine applicants licensed 
to practice in a foreign country if that country does not extend 
a like privilege to Ohio licentiates; (3) to require applicants 
for licenses by reciprocity to possess the minimum educational 
qualifications required of applicants for licenses after examina- 
tion, and (4) to provide that fines collected for violations of 
the medical practice act are to be distributed one half to the 
board and one half to the county or municipality in which the 
offenses were committed. S. 1 proposes to authorize 
the organization of corporations not for profit to establish and 
operate group medical service plans under which such corpora- 
tions, as intermediaries, effect contracts between persons duly 
licensed to practice medicine and persons, firms or corporations 
for the furnishing of medical or surgical care, to subscribers 
for stipulated instalment payments. 


Oregon 

Bills Introduced.—S., 311, to amend the workmen's compensa- 
tion act, proposes, in effect, to permit an injured workman to 
have his injuries treated at state expense by any person licensed 
to practice any of the healing arts. H. 313, to amend the laws 
conferring stated powers on the State Board of Health with 
respect to communicable diseases, proposes that the term “com- 
municable diseases” as used in the act shall include tuberculosis 
in a communicable stage. 


Pennsylvania 
Bill Introduced.—H. 204 proposes to authorize the sexual 
sterilization of inmates of state institutions who are idiots, 
imbeciles or feebleminded. 
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South Dakota 

Bills Introduced—H. 78 proposes to raise the maximum 
liability of an employer for medical and hospital services ren- 
dered an injured workman to $400 and to extend to twenty 
weeks the period after an industrial accident during which the 
employer must provide such services. H. 133 proposes to 
permit any registered pharmacist conducting a pharmacy and 
having in stock drugs of a value of not less than $2,000 to sell, 
on the prescription of a licensed physician, whisky and brandy 
of the kind and character recognized and defined by the United 
States Pharmacopeia for medicinal purposes. To avail himself 
of this right, however, a pharmacist must receive from the 
Secretary of Agriculture a permit to do so and to pay a fee 
of $10 annually. H. 92 proposes to enact a so-called “basic 
science act” which is a basic science act in no reasonable sense 
of the term. The bill proposes to prohibit the State Medical 
Examining Board, the Chiropractic Examining Board and the 
Osteopathic Examining Board from admitting to examination 
any applicant who has not passed a satisfactory examination 
in anatomy, physiology, bacteriology, pathology and chemistry. 
However, instead of such applicants being examined by an 
impartial board in the subjects enumerated, examinations in 
those subjects are to be given by the medical, chiropractic or 
osteopathic boards themselves “to applicants for license in their 
respective professions.” 

Tennessee 

Bill Passed —H. 354 passed the House February 2, proposing 
extensive amendments to the chiropractic practice act. Among 
other things it proposes (1) to make eligible for examination for 
licensure any applicant who is of good moral character, who 
has a preliminary school education equal to that of a standard 
accredited high school, and who is a graduate of a school of 
chiropractic giving adequate courses of anatomy, physiology, 
symptomatology, spinal analysis, hygiene, sanitation, principles 
and practice of chiropractic, and requiring actual attendance of 
three school years of not less than nine months each, or 3,600 
hours of actual class attendance; (2) to raise the examination 
fee to $25 from $15; (3) to raise to $50 the fee for issuing a 
license without examination, and (4) to set out causes for the 
revocation, suspension or refusal of licenses. A companion bill 
(S. 255) is now pending in the senate. 

Bills Introduced —H. 504, to amend the workmen’s compensa- 
tion act, proposes to increase the liability of an employer for 
medical aid rendered an injured workman to $300 from $100 
and for hospital care to $300 from $100. S. 411 proposes 
extensive amendments to the existing osteopathic practice act 
which without doubt will grant to osteopaths now licensed and 
to be licensed in the future the right to practice medicine and 
surgery without restriction. Specifically the bill states that a 
license to practice osteopathy shall entitle the holder thereof 
“to practice osteopathy in any county in this State, in all its 
branches, as taught and practiced by the recognized associated 
colleges of osteopathy, with the right to use such drugs as are 
necessary in the practice of osteopathy, surgery, and obstetrics, 
including narcotics, antiseptics, anesthetics, and _ biologicals. 
Osteopathic physicians and surgeons licensed hereunder shall 
have the same general rights as physicians or surgeons of other 
schools of medicine including the right to register under the 
Federal Narcotic Act.” The bill proposes that after 1944 all 
applicants for licenses must have “completed two years of 
college education, of college grade, in a recognized college or 
university, prior to enrolling in an osteopathic college.” As 
indicative of the scope of osteopathy, applicants are to be sub- 
jected to examination in anatomy, chemistry, physiology, 
pathology, bacteriology, preventive medicine, diagnosis, toxi- 
cology, pharmacology, therapeutics, surgery, gynecology, obstet- 
rics, medical jurisprudence, practice of osteopathic medicine, 
and such other subjects as the board may require. The bill 
proposes to permit the board to license without examination 
applicants (1) duly authorized to practice osteopathy in any 
other state or (2) holding certificates issued by the National 
Board of Examiners for Osteopathic Physicians and Surgeons. 
H. 664 and S. 499 propose to enact a law to prohibit the manu- 
facture, distribution or advertising of adulterated foods, drugs, 
cosmetics and devices. 
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Texas 

Bills Introduced —H. 246 proposes to designate tuberculosis 
as a communicable disease and to require every physician to 
notify in writing the appropriate health officer of every case 
of any form of tuberculosis which comes under his professional 
observation. The bill proposes to require the appropriate health 
officer when he learns that any person afflicted with tuberculosis 
fails to conduct himself in such a manner as not to expose others 
to danger of infection to petition the probate court to commit 
the infected individual to any approved institution established 
for the care of persons suffering from tuberculosis. H. 465, 
to amend the workmen’s compensation act, proposes in effect to 
permit an injured workman to select, at the expense of the 
employers’ insurance association, a physician of his own choice 
to treat his industrial injuries. S. 101 proposes to appropriate 
$150,000 to the State Department of Health to assist in the 
eradication of venereal diseases in the state. 


Washington 

Bills Introduced—S, 322 proposes to create a “Washington 
State Chiropractors’ Association,” which is to operate as an 
agency of the state and is to be composed of all persons licensed 
to practice chiropractic in the state. The association appar- 
ently is to have the power to fix the qualifications, requirements 
and procedure for admission to the practice of chiropractic and 
to establish and enforce rules of professional conduct for its 
members. H, 261 proposes to repeal the present laws relating 
to the possession, distribution and sale of narcotic drugs and 
to enact what appears to be the uniform narcotic drug act. 
H. 280 proposes that “No person, firm, association or corpora- 
tion shall either directly or indirectly solicit, contract, collect, 
receive or transmit compensation for services in the exercise 
of any of the healing arts, nor conspire, agree or attempt to 
do any of said acts, except for and on behalf of a principal or 
principals all of whom are duly licensed under the laws of this 
state to perform such services.” H. 302 proposes in effect to 
permit any licensed practitioner of the healing art to render 
the medical aid called for by the workmen’s compensation act. 


West Virginia 
Bill Introduced.—S. 21 proposes to enact a so-called uniform 
food, drug and cosmetic act to prohibit the manufacture, dis- 
tribution or advertising of adulterated or misbranded drugs, 
foods, cosmetics and devices. 


Wisconsin 


Bill Introduced.—A. 227 to amend the basic science act, pro- 
posts in effect that chiropractic applicants submitting to the 
basic science examination shall be examined by chiropractors 
designated by the State Board of Examiners of Chiropractic. 


Wyoming 

Bills Introduced.—H. 54 proposes to authorize the State Board 
of Charities and Reform to establish in or near the State Park 
at Thermopolis an orthopedic hospital for the prevention, treat- 
ment and care of infantile paralysis and other like diseases. 
H. 106, to amend the optometry practice act, proposes, among 
other things, to define optometry as “the employment of any 
means other than the use of drugs for the measurement of the 
powers or range of human vision or the determination of the 
accommodative and refractive status of the human eye or 
the scope of its functions in general or the adaptation of lenses 
or frames for the aid thereof.” H. 125, to amend the chiropody 
practice act, proposes (1) to amend the definition of minor sur- 
gery on the feet, which chiropodists are permitted to perform, 
so that the term shall mean “the surgical treatments of the ail- 
ments of the human foot and leg, except amputation of the foot 
or leg, or the use of anesthetics other than local”; (2) to require 
applicants in addition to the educational qualifications now 
required to have had two years in a recognized college of 
liberal arts and sciences; (3) to provide that “Any person who 
shall use objectionable display advertising in any manner being 
detrimental to the dignity of the profession, and therefore 
unprofessional, shall be punished by the provisions of this Act,” 
and (4) apparently to make the term “podiatrist,” “practa- 
pedist,” or “podologist” synonomous with chiropodist. 
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MEDICAL ECONOMIC ABSTRACTS 


THE CHANGING ASPECT OF AGE 
AT DEATH 
A somewhat novel arrangement of mortality rates is given in 
the accompanying table, which was prepared by William C. 
Welling and published in the Connecticut Health Bulletin 
(52:291 [Nov.] 1938). This shows in a striking manner just 
how and within what age limits the death rate has been reduced. 


Mortality by Age Groups, 1890-1937 


(Percentage of total deaths in italics) 


Ages 1890 1900 1910 1920 1930 1937 
ge ee eae 2,540 3,521 3,472 3,063 1,529 907 
18.6 21.6 19.9 16.2 9.1 5.2 

1,162 1,294 1,234 1,349 431 213 
8.6 8.0 7.1 7.1 2.6 1.2 
414 393 357 423 209 150 
3.0 2.4 2.0 2.2 1.2 0.8 
645 696 576 622 467 329 
47 4.3 3.3 3.3 2.8 1.9 

ee Ore 1,249 1,172 1,037 1,298 763 565 
9.2 7.2 5.9 6.9 4.5 3.2 

1,104 1,247 1,447 1,608 1,019 807 
8.2 7.7 8.3 8.5 6.0 4.6 

rar 1,053 1,214 1,474 1,580 1,615 1,645 
7.7 7.5 8.4 84 9.6 9.4 
1,163 1,497 1,709 2,107 2,442 2,670 
8.5 9.2 9.8 11.0 14.5 15.2 

1,528 1,805 2,243 2,574 3,311 3,951 
11.2 11.0 12.9 13.6 19.6 22.5 
1,532 1,954 2,388 2,602 3,189 3,873 
11.2 12.0 13.7 13.8 18.9 22.0 
988 1,267 1,310 1,450 1,612 2,108 
7.3 7.8 7.5 7.7 9.5 12.0 

247 213 207 243 295 345 
8 1.3 1.2 1.3 1.7 2.0 

Unknown age...... 40 95 46 6 90 11 
Total deaths....... 13,665 16,368 17,500 18,925 16,972 17,574 
Av. age at death... 38.2 38.1 40.7 42.4 52.8 58. 


It is somewhat significant that some of these rates of change 
seem to be accelerating during the last decade. Up to and 
including 1920 the entry of greatest numerical value was the 
infant mortality. By 1930 this had abruptly changed to the age 
‘group 60-70. In 1890 and 1900 the median death rate fell some- 
where within the age group 30-40. In 1910 and 1920 the median 
age at death was between 40-50 years and in 1937 this had 
increased to the age group 60-70. 


MORBIDITY AND PH¥SICIANS’ INCOMES 
UNDER GERMAN SICKNESS 
INSURANCE 


The perennial conflict over the payment of physicians in 
Germany has brought out some additional and _ illuminating 
statistics concerning morbidity among the insured. J. Seifert 
in an article on “Morbidity, Wage Movements and Income of 
the Insurance Physicians in the Legal Insurance Societies,” 
which appears in the Deutsches Aersteblatt (68:893 [Dec. 24] 
1938), replies to charges raised by some of the administrators 
of sickness insurance that the physicians are receiving increased 
salaries. 

He points out, in the first place, that one of the elements 
which enter into the calculation of the physician’s compensation 
is the number of sicknesses annually. These have increased 
steadily and at a quite rapid rate in recent years, so that the 
work which the physician is required to do has become such 
that “the practicing physician knows no regular hours of work; 
day and night and hour after hour he must be ready to serve. 
He is generally overloaded with work.” The increase in mor- 
bidity has brought about a condition in which the rate of pay- 
ment for insurance services is lower from year to year. This 
is in part due to the demand for more extensive services, for 


which no additional payment is provided. The demand for x-ray 
examinations and other costly and time-consuming services has 
greatly increased. At the same time the “insurance societies 
find it impossible to pay any higher rates to physicians because 
no resources for that purpose are available. It is useless to 
make demands on the societies to raise the rate of payment, 
since the societies cannot meet any such demand. . I 
is a very exceptional situation when the societies can raise the 
dues of their members.” This condition is one that is bound 
to arise in any system of voluntary or compulsory insurance 
in which premiums are paid in cash and benefits in services. 

The situation has been rendered exceptionally critical in 
Germany by the recent rapid increase in the morbidity of the 
insured. This increase has been fairly constant for fifty years 
and the rate of advance has risen since 1933. In 1933 the 
average number of sicknesses per person insured was 2.32; in 
1936 this was 2.79, an increase of 20.3 per cent. (This figure 
applies to a complete, individual illness, which may require many 
treatments.) The Committee on the Costs of Medical Care 
found that the corresponding figure in the United States was 
“0.84 illnesses per person.”! In other words, the morbidity 
among persons able to work and therefore covered by insurance 
in Germany was more than three times as high as for the entire 
population in the United States, including infants, the aged and 
the chronically disabled. 

The author of the article from which this material was taken 
is sharply aware of the use that might be made of these figures 
by critics of the present totalitarian state in Germany, and he 
seeks to explain it on the ground that the removal of all restric- 
tions on access to services of insurance physicians has caused 
the greater use of medical services. He seemingly overlooks 
the argument which might, even for his purposes, have been 
equally effective and which has been previously mentioned—that 
this increase has been cumulative for half a century. 

In spite of the increase in illnesses which are treated in the 
home, the author still complains that the costs of hospitalization 
“have been rising for many years, for which the insurance 
physician is mainly responsible, since he sends more and more 
of the insured and their dependents to the hospital in order not 
to increase the number of services delivered in the home and 
thereby reduce the rate of payment for such services.” 


HEALTH PERSONNEL IN GERMANY 


The results of an annual enumeration of all persons concerned 
in the care and treatment of disease in Germany are given in 
the Deutsches Aersteblatt (68:903 [Dec. 24] 1938). The follow- 
ing table summarizes the results of this enumeration: 


Number of Persons 


1934 


Occupation 1935 1936 1937 
Licensed 47,275 47,419 47,844 48,848 
Approved dentists. 11,247 =12,088 13,037 13,956 
Licensed 10,845 10,981 11,461 11,549 
Pharmaceutical assistants.................. 5,269 864,791 84,501 4,647 
Dental mechanies (dentisten)............... 9, 20,289 20 21,035 
Physicai therapists and bath attendants... 11,410 11,922 12,140 12,682 
120,216 126,008 131,259 131,407 
Nurses for infants and small children..... ‘ 5,747 =©6,869 9,202 9,787 
Private duty 1,197 1,240 =:11, 383 1,517 


* This includes only practicing physicians and excludes those who have 
retired, are engaged in research, hold official positions or are in military 
service. The total number of physicians included within the official medi- 
cal organization (Reichsarztekammer) is 55,443. 


1. The Incidence of Illness and the Receipt and Costs of Medical 
Care Among Representative Families, Publication 26, Committee on the 
Costs of ~~ Care, Chicago, University of Chicago Press, 1933, 
pages 48 and 7 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


Physicians’ Art Exhibit—The San Francisco branch of 
the American Physicians’ Art Association held an art exhibit 
in the club rooms of the San Francisco Medical Society, 
Washington and Laguna streets, February 13-17. On the 
opening night, there was a Valentine dinner dance given by the 
woman’s auxiliary at the county medical building. 

Professor Van Dyke to Retire.—Dr. Edwin C. Van 
Dyke, since 1913°member of the faculty of the College of 
Agriculture of the University of California, Berkeley, will 
retire at the end of the present college year. He will reach 
the retirement age April 7. Dr. Van Dyke graduated at the 
Cooper Medical College, now Stanford University School of 
Medicine, in 1895. He engaged in the private practice of 
medicine until 1913, when he joined the California faculty as 
instructor in entomology. He has been professor since 1927. 
He is a former president of the Pacific Coast Entomological 
Society and is the honorary curator of the California Academy 
of Science. 


Society News.—The Los Angeles County Medical Associa- 
tion devoted its meeting February 2 to a discussion of new 
drugs; the speakers were Drs. Barclay E. Noble, Morris H. 
Nathanson, Clarence W. Olsen, William C. Boeck, Robert W. 
Lamson, Clinton H. Thienes, Roy E. Thomas and William J. 
Mitchell Jr——Dr. John Dunlop, Pasadena, among others, dis- 
cussed “Transcondylar Fractures of the Humerus in Children” 
before the Los Angeles Surgical Society February 10—— 
At a meeting of the Pacific Physical Therapy Association 
January 25 Drs. Clinton D. Hubbard, Huntington Park, spoke 
on “Morbose Effect of Stercoremia” and William W. Worster, 
oe “Advantages of Underwater Treatment in Polio- 
myelitis.” 


DISTRICT OF COLUMBIA 


Personal.—Dr. Ross T. McIntire, surgeon general of the 
U. S. Navy, has been appointed a member of the advisory 
board of the Society for the Prevention of Asphyxial Death, 
succeeding Dr. Perceval S. Rossiter, recently retired. —— 
Dr. Robert B. Hightower, Richmond, Va., has been appointed 
assistant hygiene director in the public schools of Washington. 

Doctors’ Hospital.—Ground was broken for the new 
$1,500,000 Doctors’ Hospital January 9 by Dr. Charles Stanley 
White, president of the institution. The building will be ten 
stories high and will provide accommodations for 250 patients. 
It will connect the two medical buildings, known as the Wash- 
ington and Columbia Medical Buildings, which have as tenants 
about 250 physicians and representatives of the allied profes- 
sions. 


Society News.—Dr. James G. Townsend, director of health 
for the Indian Service, was reelected president of the District 
Tuberculosis Association recently, and Dr. J. Winthrop 
Peabody, superintendent, Tuberculosis Sanatorium, was chosen 
secretary——Dr. Charles F. Geschickter, Baltimore, discussed 
“Recent Advances in Endocrinology in Relation to Neoplastic 
Diseases” before a meeting of the medical and dental officers 
of the navy on duty in the District and vicinity February 6. 


FLORIDA 


Hospital News.—The new Lee Memorial Hospital, Fort 
Myers, assured by a $100,000 WPA project, will be located 
in Edison Park, according to the state medical journal. 

Public Health Survey.—The American Public Health 
Association through its committee on state health studies was 
to begin a statewide public health survey in Florida January 3. 
The Commonwealth Fund is supplying the funds. The results 
of the study will form the basis of a long time program of 
public health work in the state, newspapers reported. 

Society News.—The Duval County Medical Society was 
addressed in Jacksonville January 3 by Drs. Karl B. Hanson, 
James G. Lyerly and Julian E. Gammon on “Fluid Balance” 
and Carl C. Mendoza, “New Technics in Blood Transfusion.” 
——The Suwannee River Medical Association was addressed 
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in Lake City January 20 by Dr. John F. Busey Jr. on the 
value of electrocardiograms; Dr. James F. Pitman presented 
a case report on complete transposition of viscera. Both 
speakers are of Lake City. 


GEORGIA 


Dr. Newburgh Lectures.—Dr. Louis H. Newburgh, profes- 
sor of clinical investigation and internal medicine, University 
of Michigan Medical School, Ann Arbor, delivered a series 
of lectures before the Atlanta Clinical Society February 8-10, 
on “Methods for Studying Exchange of Water Between the 
Human Organism and the Environment,” “Physiology of Water 
and Salt Exchange” and “Pathological Shifts in Water and 
ae as Exemplified by Quantitative Study of These Conditions 
in Patients,” 


Society News.—At the sixth annual meeting of the Georgia 
Pediatric Society in Augusta, January 12, Drs. Charles Hendee 
Smith, New York, discussed “The Diet of Infants and Young 
Children”; Alexis F. Hartmann, St. Louis, “Nephritis,” and 
Thomas B. Cooley, Detroit, “Anemias of Infancy.” At a joint 
meeting of the society and the Richmond County Medical 
Society the same evening Dr. Cooley spoke on “The Consti- 
tutional Anemias of Childhood”; Dr. Hartmann, “Some Phy- 
siologic Effects of Sulfanilamide,” and Dr. Smith, “Pneumonia.” 
—Dr. Charles M. Mulherin, Augusta, addressed the Dugas 
Journal Club in Augusta January 16 on “Analysis of 500 
Incomplete Abortions: Radical versus Conservative Treatment,” 
=~ Dr. Edward S. Cardwell Jr., Augusta, “Syphilis of the 

idney.” 


IDAHO 


Changes in Health Officers—Dr. Max B. McQueen, 
Pocatello, has been appointed head of the health district which 
includes Nez Perce, Latah and Clearwater counties with head- 
quarters at Lewiston: He succeeds Dr. Marion W. Caskey, 
who will enter private practice. Dr. Herbert L. Newcombe, 
Boston, has been appointed in charge of the health unit in 
Kootenai to succeed Dr. Lester C. Krotcher, Boise, who has 
been named ‘to a position with the state department of health. 
Dr. George H. Bischoff, Boise, has been given a temporary 
appointment as head of the Bannock, County health unit, 
succeeding Dr. Glen T. Smith, who resigned to accept a hos- 
pital residency in Chicago, according to Northwest Medicine. 


ILLINOIS 


Prevalence of Tularemia.—Because of the increased preva- 
lence of tularemia in Illinois during the past season, the state 
conservation department’s plan to move 5,000 rabbits from the 
southern counties to farm lands and marshes in the northern 
part has been abandoned. More than thirty-eight deaths from 
tularemia were reported in the state during the past year and 
489 cases of the disease have been recorded since Jan. 1, 1938, 
newspapers announced January 19. 

Activities for Crippled Children.—There were 1,744 
patients seen in the sixty clinics for crippled children held in 
thirty different sites in Illinois in the fiscal year 1937-1938, 
according to a recent report of the division for handicapped 
children, state department of public welfare. Of 783 patients 
recommended for hospital care, 45.6 per cent were hospitalized 
during the fiscal year, while the majority of the group had been 
hospitalized by Dec. 1, 1938. A program of consultation on 
poliomyelitis was initiated and was in operation during the 
summer of 1938 in the entire state except within the city limits 
of Chicago, where other agencies covered the field. All the 
sporadic cases of poliomyelitis of 1938 that needed hospital care 
were sent to hospitals. There were but twenty-five bona fide 
cases during the summer. The field nurses of the division for 
handicapped children made 10,410 visits during the year and 
51,960 days of hospital care were provided to crippled children 
by the department of public welfare; of these children 8,426 
were in the wards of the general hospitals of the state, where 
orthopedic surgeons are cooperating in the plan for this care 
with the division for handicapped children. Appliances were 
furnished to patients attending the clinics in the following 
numbers: braces 138, artificial limbs 39, and orthopedic shoes 
and shoe corrections 184, 


Chicago 
Chevalier Jackson to Give Public Lecture.—The Chi- 
cago Medical Society will present a public lecture March 1 
at the Chicago Woman’s Club by Dr. Chevalier Jackson, pro- 
fessor of bronchoscopy, Temple University School of Medicine, 
Philadelphia, on “Looking Into Your Lungs.” 
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Society News.—The Chicago Gynecological Society was 
addressed January 20 by Drs. William J. Dieckmann and 
Ira Brown on “The Obstetric Management of Pregnancy 
Toxemia” and Charles E. Galloway and Tom D. Paul, Evans- 
ton, Ill., “Treatment of Early Abortions.”"——At a meeting 
of the Chicago Society of Internal Medicine January 23 the 
speakers included Dr. Frederick T. Jung and B. L. Isaacs 
on “Measurement of Vitamin A Deficiency in Man” and Dr. 
John Ashworth, C. J. Farmer, M.A., and Dr. Don C. Sutton, 
“Observations on Vitamin C.”———The mortality of appendi- 
citis was discussed in a symposium before the Chicago Medical 
Society February 1; the speakers were Drs. David E. W. 
Wenstrand, medical director, Northwestern Mutual Life Insur- 
ance Company, Milwaukee; LeRoy H. Sloan, professor of 
medicine, University of Illinois College of Medicine, and Ver- 
non C. David, clinical professor of surgery, Rush Medical 
College. Dr. Byrl R. Kirklin, Rochester, Minn., addressed 
a joint meeting of the society and the Chicago Roentgen 
Society January 18 on “The Value of Roentgen Diagnosis as 
It Pertains to the Physician in General Practice,” and Dr. Ber- 
nard P. Widmann, Philadelphia, “X-Ray, Radium and Can- 
cer.” The Chicago Medical Society sponsored a public lecture 
at the Chicago Woman’s Club February 8 with Dr. Francis 
E. Senear, professor of dermatology, University of Illinois 
College of Medicine, as the speaker; his subject was “Pre- 
serving Your Complexion.” 


INDIANA 


County Secretaries Retire——The Lake County Medical 
Society held a testimonial dinner meeting January 12 in honor 
of Dr. Eldridge M. Shanklin, Hammond, who has retired as 
secretary of the society. Dr. Shankiin served from 1912 to 
1920, becoming president in the latter year. In 1927 he took 
office as secretary, serving continuously through 1938. He 
has been succeeded by Dr. Harry Brandman, Whiting. —— 
Dr. Joseph L. Allen, Greenfield, who has been secretary of 
the Hancock County Medical Society since 1928, has retired. 
He is succeeded by Dr. James R. Woods Jr., Greenfield. 

Society News.—At a meeting of the Tippecanoe County 
Medical Society in Lafayette recently Dr. Samuel M. Fein- 
berg, Chicago, spoke on “Newer Developments and Common 
Misconceptions of Allergy.”.——-A symposium on jaundice was 
presented before the Indianapolis Medical Society recently by 
Drs. Brandt F. Steele, Bernard D. Rosenak and Ralph U. 
Leser——The Northeastern Indiana Academy of Medicine was 
addressed in Kendallville recently by Dr. Henry F. Beckman, 
Indianapolis, on “Hemorrhage Associated with Labor.” 

Personal. — Dr. Charles E. Holland has been appointed 
physician at Indiana University, Bloomington, succeeding his 
father, the late Dr. James E. P. Holland. —— Dr. William 
F. Duncan, Aurora, has been appointed the first honorary life 
member of the Dearborn-Ohio County Medical Society. 
Dr. Duncan is the oldest member of the society and has 
practiced medicine in Manchester for forty-six years. He 
graduated at Miami Medical College, Cincinnati, in 1892—— 
Mrs. Isaac Born, Indianapolis, has been appointed commander 
of the Indiana division of the Women’s Field Army of the 
American Society for the Control of Cancer, succeeding Mrs. 
George Dillinger, French Lick, resigned. 


IOWA 


Itinerant Scissors Grinder with Smallpox.—A warning 
was issued throughout the state January 19 when an itinerant 
scissors grinder was found suffering from smallpox, newspapers 
reported January 20. The patient said that he stopped at barber 
and beauty shops in Mount Pleasant, Ottumwa, Columbus 
Junction and Iowa City to sharpen scissors, stayed in hotels, 
ate in restaurants and rode with motorists between towns, it 
was reported. He was detained at University Hospital, 
lowa City. 

MASSACHUSETTS 


Alumni Dinner.—The alumni of Boston University School 
of Medicine met at dinner at the Hotel Somerset, Boston, 
January 20. The speakers included Drs. Nathan H. Garrick, 
president of the alumni association; Samuel N. Vose, chair- 
man; Alexander S. Begg, dean of the university; Wesley T. 
Lee, alumni chairman of the school of medicine campaign; 
Morris Fishbein, Chicago, editor of THe JourNnaL, “The Fron- 
tiers of Medicine”; Lucy J. Franklin, L.H.D., dean of women, 
Boston University; Frederick W. Mansfield, LL.D., chairman 
of the Boston University general alumni committee; Pliny 
Jewell, trustee of the university, and Walter B. Dickinson, 
campaign manager. 


MEDICAL NEWS 1998 


Special Society Meetings.—Dr. Elias William Abramo- 
witz, New York, addressed the New England Dermatological 
Society in Boston February 8 on “Action of Certain Drugs 
in the Local and General Treatment of Various Dermatoses.” 
——At a meeting of the New England Society of Physical 
Medicine in Boston, January 18, Dr. Edward A. Edwards dis- 
cussed “Organic Arterial Disease.’——-The New England Heart 
Association was addressed in Boston January 23, among others, 
by Drs. Blair V. Jager on “Thrombosis of the Ductus 
Arteriosus with Embolic Manifestations” and Paul Kunkel, 
“Influence of the Peripheral Circulation in the Upper Extremi- 
ties on the Circulation Time as Measured by the Sodium 
Cyanide Method.”"——Dr. Paul A. Younge discussed “Pre- 
Invasive Carcinoma of the Cervix Uteri” before the New 
England Pathological Society January 19 in Boston. 


MINNESOTA 


Graduate Courses at Center for Continuation Study,— 
Graduate courses at the Center for Continuation Study of the 
University of Minnesota, Minneapolis, include the following: 
Hospital Administration, January 23-28. 

Medical Record Librarians, January 30-February 1. 
Hospital Dietetics for Dietitians, February 13-15. 
Medical Social Work, February 22-24, 

Orthopedics, March 13-18. 

Neuropsychiatry, March 13-18. 

Diagnostic Roentgenology, March 20-25. 

In the spring courses on obstetrics, general surgery, hema- 
tology and gastro-enterology will be offered, the dates to be 
announced later. One on ophthalmology was presented Jan- 
uary 16-21. 

Society News.— The East Central Minnesota Medical 
Society was recently addressed by Drs. Erling S. Platou, 
Minneapolis, on “Convalescent Sera as Therapeutic Agents,” 
and Gordon St. Paul, “Neurosis.”"——Dr. Moses 


Barron, Mj olis, was recently elected president of the 
Minnesota * ty of Internal Medicine; Dr. Russell M. 
Wilder, Rochester, vice president, and Dr. Max H. Hoffman, 
St. Paul, was reelected secretary-treasurer. The spring meet- 
ing will be in Minneapolis——Dr. Hobart C. Johnson, North 
Mankato, who has been a medical missionary for several years, 
discussed “Practice of Medicine in Africa” before the Nicollet- 
Le Sueur County Medical Society in Le Sueur recently —— 
The Upper Mississippi Medical Society was addressed in 
Brainerd January 28, among others, by Drs. Chester A. Stew- 
art, Minneapolis, on “Nutritional Problems in Infancy” and 
Orwood J. Campbell, Minneapolis, “Some Observations on the 
Care of Fractures.’——Dr. William J. Kerr, San Francisco, 
gave a Mayo Foundation lecture in Rochester Dec. 15, 1938, 
on “The Anxiety States in Practice with Particular Reference 
to the Physiologic and Biochemical Disturbances.” 


MISSOURI 


New County Health Center.—A two story building will 
be erected at the St. Louis County Hospital, Clayton, to serve 
as headquarters for the county health department. There will 
be eight rooms on the first floor and a large waiting room and 
consultation rooms on the second floor. The county court has 
appropriated $16,500 toward the $30,000 cost of the building, 
while the remainder will be sought from the PWA, according 
to the state medical journal. The U. S. Public Health Service 
has promised a grant of $2,500. The health department, of 
which Dr. Theodore R. Meyer is the director, is now housed 
in four rooms scattered through the hospital. 

Society News.—Jackson County Medical Society, Kansas 
City, recently reported the 100 per cent payment of member- 
ship dues.——Dr. Andrew C. Ivy, Chicago, addressed the 
Kansas City Obstetrical and Gynecological Society January 19 
on “Physiology of Uterine Muscle in Labor.” The Ray 
County Medical Society was addressed in Hardin in December 
by Drs. William Byron Black and Ralph R. Coffey, Kansas 
City, on “Relationship of Nasal Allergy and Sinusitis” and 
“Abdominal Pains,” respectively ——At a meeting of the Kansas 
City Surgical Society January 18 Dr. Michael J. Owens, among 
others, spoke on “Use of Barbiturates in Surgery.” 


NEBRASKA 


District Meeting.—Lincoln physicians addressed a meeting 
of the Sixth Councilor District of the Nebraska State Medical 
Association in Stapiehurst recently as follows: Drs. Harry 
E. Flansburg, on “Pulmonary Infarction’; E. Burkett Reed, 
“The Mechanism of Anemia,” and Clarence C. Hickman, 
“Diagnosis and Treatment of Certain Anorectal Conditions.” 
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Practitioner Honored.—Dr. and Mrs. Joseph H. Downing, 
Rising City, were guests at a dinner given by the Sixth 
Councilor District and the Butler County Medical Society 
em mel 9 at Brainard. Dr. Charles W. M. Poynter, dean of the 

niversity of Nebraska School of Medicine, Omaha, was the 
principal speaker, reviewing the history of medical practice in 
Nebraska. Drs, Homer Davis, Genoa, president of the Nebraska 
State Medical Association, and Arthur L. Miller, Kimball, 
president-elect, paid tribute to Dr. Downing, who has practiced 
fifty-six years in the state. 


NEW YORK 


Foreign Physicians Qualify for Licenses.—Of 1,063 
foreign physicians who took the state medical examinations 
in January, 622 were successful. The largest number of 
candidates (422) came from Germany, of whom 210 failed to 
pass. Austria furnished 112 candidates, of whom thirty-five 
failed. Of 488 graduates of New York medica! schools 5.5 per 
oa and of 285 from schools of other states 24.9 per cent 


Dr. Edward R. Baldwin Retires.—Dr. Edward R. Bald- 
win, Saranac Lake, for many years director of the Trudeau 
Foundation and the Trudeau School of Tuberculosis, has retired 
and has been succeeded by Dr. Leroy U. Gardner, director of 
the Saranac Laboratory. Dr. Baldwin, now 74 years old, was 
born in Connecticut and graduated from Yale University 
School of Medicine in 1890. He went to Saranac Lake in 
1893 and was assistant director of the Saranac Laboratory 
from that year till 1915, when he became director. He has 
been head of the foundation and the school of tuberculosis 
since 1916. In 1916 Dr. Baldwin was president of the National 
Tuberculosis Association. He has also served as president of 
the American Clinical and Climatological Association. In 1936 
he received the Kober Medal. 


New York City 


Theobald Smith Lecture.—Dr. Richard P. Strong, profes- 
sor of tropical medicine emeritus, Harvard University Medical 
School, Boston, delivered the Theobald Smith Lecture before 
the New York Society of Tropical Medicine January 20, on 
“Malarial Diseases in the Western Hemisphere.” 


Health Data for 1938.—The number of deaths in New 
York in 1938 was 73,775, giving a rate of 9.8 per thousand, 
the lowest in the city’s history. Last year the rate was 10.4. 
For the first time infant mortality reached a low rate of 38.3 
per thousand live births. The maternal death rate was 3.5 per 
thousand live births. In 1933 it was 6.4. Dr. John L. Rice, 
health commissioner, in presenting the report attributed the 
reductions in deaths of mothers and infants to the work done 
by the county medical societies and the New York Academy 
of Medicine in cooperation with the health department. The 
rate from diphtheria was 1.7 per hundred thousand children 
under 15 years old; there were 712 cases with twenty-seven 
deaths. Scarlet fever cases and deaths declined, but measles 
and whooping cough were unusually prevalent. An increase 
in measles was not unexpected, as 1937 was a light year; 
there were 34,605 cases with forty-two deaths. Whooping 
cough was nearly three times as prevalent as in the previous 
year with 12,333 cases and 105 deaths. Poliomyelitis and 
meningitis were at a low point, with forty-four and 112 cases, 
respectively. A reduction in mortality from pneumonia was 
tentatively attributed to new services for distribution of serum 
to physicians. There were 4,732 deaths, compared with 6,504 
in 1937. The death rate from tuberculosis was 51.1, a decline 
from 57.4 of the previous year. Typhoid fever caused twenty- 
three deaths, compared with an average of 126 during the 
decade 1920-1929. The death rate from appendicitis was 11.1 
and for 1937 was 12.6. In 1930 it was 16. Deaths from acci- 
dents have declined in the past year, the rate for all accidents 
being 50 as compared with 56.3 for 1937. Suicides numbered 
1,161 in 1938, more than in 1937, when 1,140 were listed. 
There were 303 homicides, seventy-three less than in 1937. 
The birth rate continued to decline, being 13.6 per thousand 
of population, compared with 13.7 in 1937 and 17.7 in 1930. 


NORTH DAKOTA 


Personal.—Dr. Ernst G. Sasse, Lidgerwood, was recently 
uest of honor at a dinner given by friends in recognition of 
his forty years’ service to the community———Dr. George H. 
Hilts, Bowbells, has been appointed health officer of Burke 
County. 
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PENNSYLVANIA 


Cancer and Diabetes Made Reportable.—The state 
department of health recently announced new _ regulations 
making cancer and diabetes reportable diseases. Previously 
these diseases were registered only when they were fatal. 

County Secretaries’ Conference.—The  thirty-second 
annual conference of secretaries and editors of county medical 
societies was held in Harrisburg February 10. After separate 
meetings of secretaries and editors there was a discussion of 
group hospitalization insurance. Dr. Walter F. Donaldson, 
Pittsburgh, secretary of the Medical Society of the State of 
Pennsylvania, spoke on “Federal Health Legislation” and after- 
wards the group discussed Pennsylvania’s new public assistance 
medical service and state and county plans for voluntary insured 


medical service. 
Philadelphia 


Medicolegal Night.—The Philadelphia County Medical 
Society presented a “Medicolegal Night” for its program Feb- 
ruary 8 with a discussion of “The Role of Psychiatry in Criminal 
Justice.” The speakers were Prof. Edwin R. Keedy, LL.D., 
University of Pennsylvania, on “Proposals of Legislation Rela- 
tive to the Presentation of Psychiatric Findings in Criminal 
Procedure”; Hugh D. Scott, assistant district attorney, “The 
Prosecutor and Psychiatry’; Thomas E. Cogan, public 
defender’s office, “The Public Defender and Psychiatry,” and 
Judge Ralph H. Smith, Pittsburgh, “The Allegheny County 
Behavior Clinic.” Dr. Edward A. Strecker, professor of 
psychiatry, University of Pennsylvania School of Medicine, 
and Judge Curtis Bok were the commentators on the addresses. 

Society News.—Dr. Cyril N. H. Long, New Haven, Conn., 
delivered a Nathan Lewis Hatfield Lecture before the College 
of Physicians of Philadelphia February 1 on “Diabetes Mel- 
litus in the Light of Our Present Knowledge of Metabolism.” 
—— Dr. Howard C. Taylor Jr., New York, addressed the 
Obstetrical Society of Philadelphia February 2 on “The Endo- 
crine Factor in Neoplastic Disease of the Reproductive Tract.” 
——At a meeting of the Philadelphia Academy of Surgery 
February 6 the speakers were Drs. John C. Howell and Harry 
G. McNamee Jr. on “Treatment of Breast Cancer” and Drs. 
Lewis K. Ferguson and Wesley D. Thompson Jr., “Internal 
Derangement of the Knee Joints: A Review of 100 Operated 
Cases with Follow-Ups.”——Dr. Joseph C. Yaskin delivered 
his presidential address before the Philadelphia Neurological 
Society January 27 on “Neurological Complications Arising 
from Infections of the Temporal Bone and Paranasal Sinuses.” 


GENERAL 


“Milligrams per Cent” a Vague Term.—Many authors 
use in their papers the terms “milligrams per cent” or “grams 
per cent” to express the results of some laboratory investiga- 
tions. These terms are vague and unreliable. The unit used 
should be specified, such as “milligrams per hundred cubic 
centimeters” or “milligrams per hundred grams,” 

Society News.—Dr. John Edward Clark, Seattle, was 
recently elected president of the Puget Sound Academy of 
Ophthalmology and Otolaryngology ; Dr. W. Cameron, Tacoma, 
was elected vice president and Dr. Purman Dorman, Seattle, 
secretary-treasurer.——The thirty-first annual meeting of the 
American Society for Pharmacology and Experimental Thera- 
peutics, will be held in Toronto, Ont., at the Royal York Hotel, 
April 26-29. The secretary is Dr. Gustave P. Grabfield, 319 
Longwood Avenue, Boston. 

International Surgeons’ Meeting.—The biennial assembly 
of the International College of Surgeons will be held in New 
York at the Hotel Roosevelt May 21-24, under the chairmanship 
of Dr. Andre Crotti, Columbus, Ohio, international president. 
Applications for places on the program should be sent to 
Dr. Fred H. Albee, 57 West Fifty-Seventh Street, New York. 
General information as to scientific and commercial exhibits 
may be obtained by addressing Dr. Edward Frankel Jr., 217 
East Seventeenth Street, New York. 

Fatal Accidents Declined in 1938.—Eleven thousand 
fewer people were killed in accidents of all kinds in the United 
States during 1938 than in 1937, a decline of more than 10 per 
cent, according to the Statistical Bulletin of the Metropolitan 
Life Insurance Company. The 1938 loss was the lowest since 
the deep depression years of 1932 and 1933, when the number 
of deaths totaled 89,000 and 91,000 respectively, it was stated. 
Present indications are that the number of deaths resulting from 
accidental injuries will run around 95,000 in 1938, as compared 
with approximately 106,000 deaths in 1937 and with 110,000 
deaths, the all time high figure, in 1936. That business con- 
ditions clearly have a material effect on the general accident 
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toll is evidenced by the low totals during the depression years. 
Motor vehicle fatalities decreased about 8,000, or from about 
40,000 in 1937 to between 31,000 and 32,000 deaths in 1938, 
although data on gasoline consumption indicate little change 
in the amount of automobile mileage in the last two. years. 
There was little change in accidents in and about the home as 
compared with 1937, final records probably showing that home 
accident fatalities during 1938 exceeded in number those result- 
ing from motor vehicle accidents. According to the bulletin, 
cataclysms and catastrophes claimed large numbers of lives in 
all sections of the country during the year. Most devastating 
were the hurricane and flood in the Atlantic Coastal states in 
September (682 lives) and the floods in southern California 
during February and March (181 lives). A tornado originating 
in Oklahoma spread across Kansas, Arkansas, Missouri and 
Illinois (forty lives). Other disastrous tornadoes occurred in 
Charleston, S. C. (twenty-nine lives) ; in Rodessa, La., (twenty- 
five lives); in and near Belleville, Ill. (twenty-two lives); in 
Aliceville, Ala. (thirteen lives), and in Clyde, Tex. (thirteen 
lives). Flood waters caused thirteen deaths in Whitestone, Ga., 
and ten in Havre, Mont. Forty-seven persons were killed in 
the most serious railroad accident in years when a passenger 
train plunged through a bridge in Montana. This one accident 
took as many or more lives among passengers as are lost 
ordinarily in all railroad passenger accidents in an entire year. 
Accidents causing ten or more deaths included coal mine explo- 
sions in Grundy, Va. (forty-five lives); in Pittston Township, 
Pa. (ten lives), and in Harwick, near Pittsburgh (ten lives); a 
fire in a hotel in Atlanta, Ga. (thirty-five lives); the collision 
of a school bus and freight train in Midvale, Utah (twenty-four 
lives); the collapse of a cafe building in Phenix City, Ala. 
(twenty-one lives); the vanishing of the Hawaii Clipper with 
fifteen persons aboard; the airplane crashes near Bozeman, 
Mont. (ten lives), near Cleveland, Ohio (ten lives), and off 
San Diego, Calif. (eleven lives) ; the collision of two passenger 
trains near Niland, Calif. (twelve lives), and the premature 
explosion of dynamite while workers were blasting a tunnel in 
Baltimore (ten lives). Hundreds of other persons were 
victims in multiple fatality accidents of from five to ten deaths. 


Government Services 


Recommendations of Advisory Committee on Maternal 
and Child Health Services of U. S. Children’s 
Bureau, Dec. 3 and 4, 1938 


The following members of this Committee, at the meeting in 
Washington Dec. 3-4, 1938, made these recommendations in 
addition to those made in 1936 and 1937: 

Fred L. Adair, M.D., Chicago 

Horton R. Casparis, M.D., Nashville 

Hazel Corbin, R.N., New York 

Robert L. DeNormandie, M.D., Boston 

Amelia Grant, R.N., New York 

Clifford G. Grulee, M.D., Evanston, Il. 

Henry F. Helmholz, M.D., Rochester, Minn. 

George W. Kosmak, M.D., New York 

George M. Lyon, M.D., Huntington, W. Va. 

Lyle G. McNeile, M.D., Los Angeles 

Guy S. Millberry, D.D.S., San Francisco 

Mary E. Murphy, Chicago 

Harry S. Mustard, M.D., New York 

Everett D. Plass, M.D., lowa City 

Grover F. Powers, M.D., New Haven 

Lydia J. Roberts, Chicago 

Viola Russell, M.D., Pierre, S. D. 

Marian W. Sheahan, R.N., Albany, N. Y. 

Clifford D. Sweet, M.D., Oakland, Calif. 

Felix J. Underwood, M.D., Jackson, Miss. 

Philip F. Williams, M.D., Philadelphia 


Dr. Paul A. Teschner, Chicago, represented the American 
Medical Association at this meeting. 

1. Selection, training, and compensation of personnel. 

1. The advisory committee, recognizing that efficient admin- 
istration of the maternal and child-health services depends on 
the employment of fully qualified personnel and that personnel 
with such qualifications are not always resident within each 
state, urges that (1) selection of personnel be on the basis of 
qualifications only and (2) that salaries commensurate with 
the qualifications required and services performed be paid. 

2. It is the sense of this committee that the American Medi- 
cal Association be asked to use its influence through its various 
component societies to promote the acceptance and attainment 
of desirable standards regarding qualifications of all official 
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personnel in health departments, and to work to the end 
that merit systems be established in all states and political 
subdivisions. 

3. The committee recommends that physicians and nurses 
participating in maternity clinics and child-health conferences 
under the maternal and child-health programs be given special 
training for this type of service and that continued supervision 
and consultation by approved specialists in these fields be pro- 
vided by state health authorities to maintain adequate standards 
of obstetric and pediatric service. 

4. The committee recommends that the qualifications of direc- 
tors of maternal and child-health divisions be: (1) Graduation 
from medical schools approved by the Council on Medical 
Education and Hospitals of the American Medical Association, 
(2) thorough training in pediatrics or obstetrics or both, pref- 
erably training and experience required for certification by the 
American Board of Pediatrics or of Obstetrics and Gynecology, 
(3) eligibility for examination for medical licensure in the state 
in which service is to be rendered, (4) preferably, training in 
the fundamentals of public health. 

5. The committee recommends that the same fundamental 
requirements be recommended for assistant directors except 
that less stress be placed on administrative experience, 

6. The committee recommends that local practicing physi- 
cians paid from maternal and child-health funds for services 
in child-health or maternity clinics and conferences (1) shall 
be licensed to practice in the state, (2) shall be graduates of 
medical schools approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, (3) 
should be devoting a considerable proportion of their practice 
to pediatrics or obstetrics, and (4) should have had or shall 
receive special training in the conduct of these clinics and 
should be selected from among the outstanding practitioners 
of obstetrics or pediatrics in their communities. 

7. To qualify as full-time clinical consultants in obstetrics 
or pediatrics or other specialty, physicians should be certified 
by their respective American boards or have had the training 
and experience required for certification by the American 
boards of their respective specialties and, in addition, have 
had experience in the practice of medicine. 

To qualify as part-time clinical consultants in obstetrics or 
pediatrics under the maternal and child-health programs, prac- 
ticing physicians should be certified by the respective American 
boards or have had the training and experience required for 
certification by the American boards of their respective special- 
ties. If physicians having such qualifications are not available, 
the state health agency, after consultation with a committee of 
physicians appointed by the state health officer to advise on the 
selection of physicians, should designate the physicians best 
qualified to serve as clinical consultants in obstetrics or pediatrics 
(or other specialty). 

II. Cooperation with other agencies. 

Recognizing the need for technical advice in the development 
of the maternal and child-health programs in the states, the 
committee recommends: That the state health agency admin- 
istering the maternal and child-health program make use of 
expert advice available through such professional groups as 
the state maternal and child-welfare committees, state organi- 
zations of public-health nurses, social workers, nutritionicés, or 
other professional groups, and through physicians certified by, 
or having the training and experience required for certifica- 
tion by, their respective specialty boards, or through other 
individuals with special interest in and knowledge of the prob- 
lems of maternal and child health. 

III. Hospital standards. 

The committee recommends that the Children’s Bureau take 
steps to secure the cooperation of various professional and 
administrative groups and of the state health departments in 
formulating standards for hospitals and maternity homes caring 
for mothers, infants and children, and that attempts be made 
by securing effective state licensure of hospitals and maternity 
homes and by other means to establish and maintain hospitals 
which conform to acceptable standards of care for mothers, 
infants and children. 


New Veterans’ Facilities Opened 
A new Veterans’ Administration Facility and regional office 
was recently opened at White River Junction, Vt., three stories 
high with fifty beds for surgical patients and sixty fer general 
medical patients. Dr. Jefferson W. Pafford, transferred from 
Newington, Conn., is chief medical officer. Construction of 
another building to provide seventy-seven additional beds has 
been begun. A new 500 bed hospital at Kecoughtan, Va., was 

also opened in-October to replace an old building. 


Vo_ume 112 
UMBER 8 


FOREIGN 


Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Jan. 28, 1939. 
The Control of Puerperal Fever 


In a lecture at the London School of Tropical Medicine 
and Hygiene Dr. Leonard Colebrook, honorary director of the 
Research Laboratories, Queen Charlotte’s Hospital, said that ten 
years ago the campaign against maternal mortality was held up 
by lack of knowledge but today the difficulty was that more 
facts had been accumulated than could be used. Of 100 cases 
of puerperal fever, the condition was due in about forty to the 
hemolytic streptococcus and in the other sixty to different 
organisms, mostly following injury during labor. He would say 
little about the second group, because until to a large extent 
injuries during childbirth could be obviated they would persist. 

Infection by the hemolytic streptococcus was the more impor- 
tant because it was the most serious and the most easily pre- 
ventable. There were six or seven different types of the 
organism which could be distinguished by biochemical and 
serologic tests, but only one of these was responsible to any 
extent for puerperal fever. It might be transferred from other 
patients by the physician or nurse but it certainly came by 
way of the air in particles of dust or droplets from the throat, 
which were the most important sources. Dr. Dora Colebrook 
investigated forty-eight cases in which she had been able to 
identify the organism found in the mother with that from 
some outside source. In twenty-four the infection came from 
an attendant contact, physician or nurse, and in all but one it 
was of the respiratory tract. Of the other cases, the infection 
came in nine from a member of the mother’s household and 
in six from the mothers themselves. 

Were so-called healthy throats dangerous? Research had 
shown that sometimes they might be a source of infection. It 
seemed that from 5 to 10 per cent of people were carriers of 
this type of streptococci. Nasal infections appeared to be less 
frequent but they were serious. A person suffering from a 
sinus infection always had a little discharge and only a small 
degree of lack of care was necessary for the infection to be 
carried, 

PREVENTIVE METHODS 

With all these possibilities it was difficult to get complete 
safety in midwifery. The ideal would be to inoculate all 
women in the last month of pregnancy, but at the moment 
such a measure was not in sight. However, many other things 
could be done. It should be possible to erect barriers by the 
use of masks and strict antiseptic toilet. Some valuable things 
had been learned with regard to antisepsis in the last few 
years. The prime importance of soap and water had been 
established. This was the most valuable antiseptic ritual both 
in surgical procedures and in midwifery. The old antiseptics 
did not give a sufficient margin of safety when removing 
streptococci from the skin. It had been shown that iodine and 
the halogen derivative of xylenol, known as “dettol,” were 
much better, They left a protective film on the skin which 
lasted a matter of hours, and this should be of value in a 
prolonged labor. There was danger that with the introduction 
of sulfanilamide less trouble would be taken with the antiseptic 
ritual. Whatever the barriers, the fewest possible number of 
women should be delivered in a dangerous environment. 
Dr. Colebrook favored the maternity hospital. In four years 
only one patient in 700 had hemolytic streptococcus infection, 
while in domiciliary midwifery the proportion for this period 
had been one in 115. 
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The Medical Journals and the Royal Society 
of Medicine 

An important part of the weekly medical journals consists 
of reports of the meetings of the medical societies. Of these 
much the greatest is the Royal Society of Medicine, which 
was formed by union of almost all the London societies and 
which in its twenty-three sections embodies all the specialties. 
It is a rule of this society that it holds the copyright of all 
its proceedings, which it publishes monthly, and that no paper 
can be published in a medical journal in extenso until after 
publication in the proceedings, and then only by permission 
of their editors. But the medical journals have been allowed 
to send reporters to the meetings and to publish abstracts of 
the papers and discussions. Any request from the chairman 
or from a speaker that something was confidential was always 
respected. The society has recently shown a tendency to 
secrecy which is resented by the medical press. Before a 
journal can report any meeting it must now ask permission, 
which is becoming more difficult to obtain. The British Medi- 
cal Journal points out that a number of private medical clubs 
and associations exist for private discussion and that this should 
be extremely rare at the Royal Society of Medicine. The 
society exists to promote the science and art of medicine and 
has a duty to give as well as to receive information. Its 
contributions to the common stock of knowledge should be 
accessible to the whole profession, not merely to the members 
of the society. Few discussions can be so delicate as to require 
privacy. The Lancet makes a similar protest and asks Do 
those taking part in tle debates want to speak to a restricted 
audience and to have their remarks recorded only weeks or 
months later and solely for the benefit of the members of the 
society? Now that the matter has been ventilated, the result 
will depend on whether the members of the society actually 
support the desire for secrecy which has been shown by the 
officials of the society. 


The Medicai Aspects of “National Service” 


The need to organize this country so that no other will be 
tempted to attack it has been realized. The threat of air raids 
has rendered necessary the enrolling of the civil population 
capable of service in defense against them. A new term, 
“national service,” on which the government has issued mil- 
lions of handboooks, has been introduced to designate this 
work. In keeping with our traditions of liberty, it is on a 
purely voluntary basis. Men are being enrolled for air raid 
precautions, police duties and fire services and women for air 
raid precautions, ambulance driving and nursing. Physicians 
have been enrolled for war service by the British Medical 
Association. The handbook states that in view of the probable 
casualties in war there would be a great demand for nurses. 
Those who already have had nursing experience should reserve 
themselves for that duty and many now without experience 
should train for it. Women who undertake to do nursing or first 
aid work in war may offer to serve anywhere in the United 
Kingdom or abroad, if necessary, or they may make it clear 
that they would be unable to leave their home district. At the 
government's request, the College of Nursing has arranged to 
enroll trained and assistant nurses, whether members of the 
college or not, pending the formation of a representative com- 
mittee that will take over the task. The evacuation of chil- 
dren from dangerous areas would make an unprecedented call 
on the services of women. Householders with spare accom- 
modation in the relatively safe areas could do no more useful 
service than to assume the care and maintenance of such chil- 
dren, The handbook also gives particulars of national organ- 
izations by which men as well as women can be trained in 
first aid and ambulance work in war. 
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PARIS 
‘(From Our Regular’ Correspondent) 
Jan. 21, 1939. 


Prevention of Diphtheria 


At the Dec. 20, 1938, meeting of the Académie de médecine 
of Paris a survey of the results obtained during the past fifteen 
years in the use of the specific toxoid vaccination against 
diphtheria was submitted by Prof. Gaston Ramon. Over three 
million adults and children in France, two million children 
in Canada and, up to 1935, one million in New York have 
been given the Ramon diphtheria toxoid as a prophylactic. 
No proof has been offered to show that vaccination, when 
the properly prepared toxoid is used, is followed by any ill 
effects. Although the toxoid itself is conceded to be almost 
universally innocuous, there is no question that in certain per- 
sons who are intolerant of such a preparation one has observed 
more or less severe local and general reactions. According 
to the majority of those who have reported such reactions 
they are rarely seen in young children, the incidence increasing 
between the ages of 8 and 19 years. Local reactions, sufh- 
ciently marked to be worthy of mention, have been observed 
in from 2 to 5 per cent and more severe general reactions in 
from 5 to 10 per cent of those who have been vaccinated. 
Such a small incidence of reactions ought not to stop physi- 
cians from using the toxoid as a prophylactic. Serious reac- 
tions such as anaphylactic purpura or hematuria are extremely 
rare. Many reactions reported as due to the toxoid were found 
in reality to be the result of a lack of asepsis or to some 
associated systemic pathologic condition. Although it cannot 
be denied that reactions do occur from time to time after 
vaccination with the diphtheria toxoid, such reactions are far 
more often observed after other methods of active or passive 
immunization. 

Ever since the first vaccinations with the diphtheria toxoid, 
investigation has shown that the toxoid is capable of confer- 
ring an immunity which is characterized by the presence in 
the blood of the specific antitoxin. During the early period it 
was found that from 5 to 10 per cent of the vaccinations were 
failures, the subjects being immunized either not at all or 
insufficiently. This explains why cases were reported of diph- 
theria occurring in those who had been vaccinated. During 
recent years marked progress has been made in obtaining a 
toxoid of higher antigen value, in repeating the vaccination 
and in the use of associated diphtheria and tetanus toxoids. 
These improvements in the technic of preparation and use of 
the toxoid have been followed by a greater activity, as shown 
by the fact that the Schick reaction becomes negative in 100 
per cent of cases. 


RESULTS OF OBLIGATORY VACCINATION 

Diphtheria tends to disappear in the French army because 
evéry soldier must be vaccinated. In city and country collec- 
tivities the use of the toxoid is more difficult to carry out, 
as a rule, yet in certain departments of France more than 
50 per cent of the children have been vaccinated, with a 
striking fall in the mortality. Fifty years ago there were 
1,500 deaths a year from diphtheria in Paris, whereas in 1937 
there were only eighty-seven deaths, the mortality having 
dropped from eighty to less than three per hundred thousand 
inhabitants. The results obtained in foreign countries when 
the vaccination with the toxoid is correctly carried out are 
as favorable as those seen in France. Only when from 30 to 
50 per cent of children in a given community are properly 
vaccinated can the effect of this prophylactic method against 
diphtheria be really evaluated. When the proportion of the 
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vaccinated rises to 70 or 80 per cent of the children in a 
community, the real merit of the method becomes very appar- 
ent. In order to be effective, vaccination ought to be made 
obligatory. This has been done in Hungary, Poland, Rumania 
and the city of Geneva, Switzerland. In France such a law 
was passed June 28, 1938, but has not yet been enforced, 
because of some opposition on the part of a few physicians 
and the public. 

In the discussion the Paris pediatrician Dr. Jules Renault 
said that vaccination with the diphtheria toxoid is successful 
in 96 or 98 per cent of cases. A child who has been vacci- 
nated remains exposed to an infection for several weeks while 
the immunity is being established; hence he injects both the 
antitoxin and the serum when children are admitted to a con- 
tagious disease service in order to secure a rapid immunity. 
Then two other injections of the toxoid are given after an 
interval of fifteen days. This method was employed during 
the past six years with 6,000 children admitted on account of 
varicella, scarlatina, pertussis, mumps or measles. Only slight 
local reactions were noted in from 5 to 10 per cent of the 
children. 

Pneumonectomy for Cancer of Lung 

In only about 10 per cent of the cases of pulmonary cancer 
observed clinically is the condition amenable to operative inter- 
vention, according to Dr. Robert Monod, who reported two 
cases at the Dec. 7, 1938, meeting of the Académie de chirurgie 
of Paris. Dr. Monod stated that his first patient is the only 
one thus far operated on in France who has lived for two 
and one-half years. The diagnosis of a latent cancer which is 
primary in a peripheral part of the lung presents a more 
difficult problem than that of one which is primary in the 
bronchi, because with the latter type of cancer the cough, so 
often accompanied by expectoration, leads to an examination 
of the chest. A persistent pain in the upper part of the 
abdomen, especially if recurrent, should always lead to an 
X-ray examination of the lower part of the chest. Dr. Monod 
said that from the standpoint of technic a total pneumonectomy 
is not accompanied by a higher operative mortality than a 
lobectomy. 

In the discussion, Dr. Maurer, who has had a large experi- 
ence in pulmonary surgery, said that local anesthesia would 
suffice in the majority of cases. He preferred the anterior 
to the posterior method of approach because the ribs need not 
be removed and, with the aid of appropriate retractors, an 
ample exposure can be obtained. An additional advantage of 
the anterior route is that the patient lies on his back and can 
more easily utilize the other lung. Dr. Maurer also advocates 
the use of an artificial pneumothorax as a preoperative pro- 
cedure, because it prepares the lung for the ample exposure 
which is indispensable in such operations. He also preferred 
ligation of the individual structures of the pedicle to the use 
of a tourniquet. The results obtained in the treatment of pul- 
monary cancers, the majority of which are primarily bronchio- 
genic, will continue to be very discouraging until earlier diag- 
noses are made. . 

In reply to Dr. Maurer’s advocacy of the anterior mode of 
approach, Dr, Monod stated that it was applicable only in 
cases in which a preoperative diagnosis of a malignant condi- 
tion had been made and was not so suitable in cases in which 
an exploration of the entire lung with respect to the size of 
the tumor was necessary. Dr. oe with Dr. Maurer 
as to the advantages of local anesfeesia for the exposure of 
the tumor but said that general anesthesia was preferable for 
the endothoracic portion of the operation because it eliminated 
the serious reflexes so often encountered when local anesthesia 
is employed throughout the operation. 
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FOREIGN 
Physicians with Large Families 
The excess of deaths over births is causing anxiety; hence 
every effort is being made to encourage the raising of large 
families. The government is granting a reduction in income 
tax and a monthly allowance to heads of families proportionate 
to the number of children. In addition Mr. Cognacq, owner 
of the largest department store in Paris, left money in trust, 
the interest of which is distributed annually to encourage an 
increase in the birth rate. 
The medical profession is doing its share, as stated in the 
quarterly bulletin “Doctors and Their Families.” There are 
sixty-one physicians with an average of ten children in each 
family. One physician heads the list with seventeen and another 
follows closely with sixteen children. Others worthy of men- 
tion are two with fifteen children, one with fourteen, six with 
thirteen, seven with twelve, eleven with eleven and thirty-one 
with ten children. 
Personal 


The contributions of Dr. Thierry de Martel to neurologic 
surgery are familiar to surgeons all over the world. The 
French government in recognition of this work has conferred 
on him the rank of Grand Officer in the Legion of Honor. 
Dr. de Martel is head of the surgical department at the 
American Hospital of Paris, 


BELGIUM 
(From Our Regular Correspondent) 
Dec. 23, 1938. 
Collapse Therapy 


Collapse therapy in the surgical treatment of tuberculosis 
is not based on immobilization of the lung and compression 
of the lesions but on relaxation of those elastic tissues’ which 
continually stretch the parenchyma; the procedure seeks to 
accomplish an elective remission of the lesions. In an address 
before the Société médico-chirurgicale du Brabant, M. Wybauw 
reviewed the various methods of collapse therapy. 
Phrenicectomy is interesting but its results are the least 
predictable. If the phrenic nerve has received a preliminary 
alcoholization, it is easier to foresee the effect. Whereas 
intrapleural pneumolysis permits section of the adhesions under 
visible control, extrapleural pneumolysis frees the covered 
pulmonary apex from the two pleurae and introduces into the 
cavity thus formed either the pectoral muscles or paraffin. 
Wybauw has used paraffin, although he has found the pro- 
cedure to have many disadvantages. 

Extrapleural pneumothorax has been introduced with some 
notable successes, but the postoperative happenings are rather 
complicated. The value of this procedure will be judged in 
the future. 

Thoracoplasty is assuming an increasingly larger place in 
the surgical treatment of pulmonary tuberculosis and the tech- 
nic is becoming more reliable. Its objective is remission of 
the lesions through progressive modeling. Brilliant results 
may follow the treatment of unilateral nonevolutive lesions by 
multiple stage thoracoplasties performed with a local anesthetic. 


A National Foundation for the Youth 


In accordance with his traditional generosity and_philan- 
thropy, Baron Empain has made a further benefaction of 75 
million francs for welfare activities among the youth, The 
foundation is called Pro Juventute. Its income will be used 
(1) to organize campaigns for improvement and development, 
physical, moral and mental, of the youth, (2) for the award 
of prizes or other subsidies to encourage the youth to develop 
their mental and physical faculties and (3) to promote, pro- 
tect or subsidize activities which have as their object the 
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improvement and development of the youth. The activities 
designated under 3. include (a) child welfare activities which 
would permit city children the advantage of outdoor life in 
the country and remove them from pernicious influences, (b) 
outdoor games and other activities which inculcate a sense 
of solidarity and fair play among adolescents and young adults 
and submit them to a rational, physical education based on 
medically supervised gymnastics, games and sports, including 
the activities of certain nonprofit athletic organizations which 
conform to the desired standards, and (c) supervised activities 
designed to improve the youthful intellect and especially to 
cultivate scientific or artistic bents among young men. 


A Center for Mental Prophylaxis 


At the International Congress of Mental Hygiene, Dr. Alex- 
ander of Brussels set forth the principles which should govern 
the organization of a foundation for mental prophylaxis. Such 
a work must be characterized by flexibility. The general 
activity must be first of all educational. Different sections 
would deal with particular phases of mental prophylaxis, for 
example prophylaxis of domestic difficulties through premarital 
consultations, child mental hygiene, care of mildly affected 
neuropaths, former hospital patients, former delinquents, for- 
mer hoboes and drug addicts. The personnel, in addition to 
the specializing physicians, should include visiting nurses, social 
workers, a secretary, psychologists, sociologists and persons 
trained in vocational guidance. The center should maintain the 
closest collaboration with other medical specialties. The center 
would above all render service through its contacts with 
medical practitioners, medical centers, social centers, charitable 
institutions, judicial authorities and temperance societies. The 
center’s staff physicians should as much as possible act as liaison 
officers between the center and the collaborating organizations. 


Diagnosis of Salpingitis and Appendicitis 

Drs. Schockaert, Rosman and Nolens have published in the 
Journées médicales de Bruxelles the results of their research 
on globular sedimentation as a factor in the differential diag- 
nosis of acute salpingitis, appendicitis and extra-uterine preg- 
nancy. The sedimentation rate is strongly accelerated in the 
vast majority of cases of acute salpingitis, and in cases of acute 
appendicitis the acceleration is much less marked; accordingly 
the test permits differential diagnosis of these two disorders in 
95 per cent of cases. 

In the pseudosalpingian forms of ectopic pregnancy the accel- 
eration of the sedimentation rate is inconsiderable, and in the 
majority of cases differential diagnosis between this condition 
and acute salpingitis is thus possible. 

Let us assume the point of view of the surgeon or gyne- 
cologist called to attend a woman presenting a painful acute 
syndrome of the hypogastrium or of the right iliac fossa. 
Despite a good history and careful examination, doubt persists 
and no clinical sign sufficiently Ciagnostic of either salpingitis 
or appendicitis is present. The sedimentation test is easily done 
and the result is forthcoming within one hour. According to 
statistics studied by the authors, the test permits solution of 
the problem and in 95 per cent of cases the indications of the 
sedimentation rate will be confirmed by clinical development 
or surgical intervention. 

The authors believe that if the clinical picture creates serious 
doubt as between acute adnexitis and acute appendicitis, one 
may without undue temerity regard the sedimentation test as 
the basis of performance or postponement of a laparotomy. 
They recommend that if at the end of an hour the sedimenta- 
tion rate has attained or exceeded 20 mm. the woman should 
be put to bed and medical treatment of acute adnexitis begun; 
the chances are ninety-five in a hundred that a useless opera- 
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tion can thus be avoided, and an operation performed at the 
acute stage of the disorder involves the risk of postoperative 
peritonitis. 
Dr. Vervaeck Honored 

A party was recently held at Forest prison in honor of 
Dr. Louis Vervaeck, director general of the anthropologic- 
criminologic service, who, having reached the retirement age, 
is about to relinquish his post. He has been responsible for 
reforms in prison administration which have placed Belgium 
in the forefront of progress in this field. 


ITALY 
(From Our Regular Correspondent) 
Jan. 14, 1939. 
Tuberculous Hemoptysis 


Professors Sanguigno and Valentini, at a recent meeting of 
the Federazione per la lotta contro la tubercolosi, reported 
observations in about 3,000 cases of pulmonary tuberculosis. 
They concluded that alarming hemoptysis appears early in the 
development of pulmonary tuberculosis in about 10 per cent 
of the cases. The condition can be classified in three groups: 
(1) as the only symptom of early tuberculous infiltration of 
the lung, (2) as the first symptom of evolution of chronic pul- 
monary tuberculosis and (3) as a symptom appearing in asso- 
ciation with other early symptoms of the disease. The second 
group is the most common. The frequency of alarming 
hemoptysis is the same for male and female patients. The 
symptom is frequent in exudative forms of recent development, 
especially phthisiogenic infiltration of the lung, and rare in 
primary, chronic and miliary forms. It originates as a rule 
in parenchymal ulceration of the lung or else, although rarely, 
in congestion of the organ. The age in 70 per cent of the 
patients is from 18 to 25, as the symptom is more frequent in 
young persons and in early maturity than at any other age. 
In some cases grave alterations of the lung take place before 
appearance of the first hemoptysis. A certain diagnosis of 
pulmonary tuberculosis can be made by clinical examination 
of patients after alarming hemoptysis in some but not in all 
cases. The sputum gave positive results for tubercle bacilli 
in 38 per cent of the cases seen by the speakers. In 50 per 
cent of their cases an early sanatorium treatment or collapse 
of the lung after hemoptysis induced improvement or clinical 
recovery. 

Successor to Professor Alessandri 


Prof. Raffaele Paolucci was appointed head of the Clinica 
chirurgica of Rome to succeed Prof. Roberto Alessandri, who 
retired on reaching the age limit. Professor Paolucci was 
born in Rome in 1892. He was lieutenant physician in the 
Italian navy during the World War. He was in the battle 
in which the Austrian warship Viribus Unitis was sunk. He 
was professor of specialized surgical pathology at the faculties 
of Modena and Bari and of clinical medicine at the universi- 
ties of Parma and Bologna. He wrote articles on anaerobic 
bacteria in the appendix, pathogenesis of traumatic shock, rela- 
tions between the thyroids and the sympathetic nervous system, 
innervation and motor functions of the intestine and surgery 
of the thorax in pulmonary tuberculosis and in nontuberculous 
suppuration of the lung. 


Meeting of Surgical Society 


The Societa medico-chirurgica of Modena recently met with 
Professor Agazzotti as president. Professor Marogna spoke 
on ureteral calculosis. When the calculi are located at the 
pelvis or at the iliac or lumbar ureteral segments, the use of 
a retention catheter and injections of a hypophysial prepara- 
tion give satisfactory results. Surgery is resorted to as the 
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last resource. In some cases the calculi can be removed by 
means of pyelotomy performed after the passage of the calculi 
has been forced to the renal pelvis. Professor da Azzi said 
that he has observed that patients who are suffering from 
pneumonia suffer also from a deficiency of vitamin C in the 
blood and in the urine. Ascorbic acid, however, has no effica- 
cious therapeutic action on pneumonia. Professor Dalla Volta 
reported three cases of frontoparietal cerebral tumors with 
symptoms similar to those of cerebral arteriosclerosis. The 
predominant symptoms were convulsions of the jacksonian 
type, which developed independently of the cerebral symptoms 
from twenty to twenty-five minutes after administration of 
an injection of 0.02 Gm. of acetylcholine chloride. However, 
if the acetylcholine injection was immediately followed by an 
injection of 0.001 Gm. of epinephrine the convulsions were 
inhibited. According to the speaker the acetylcholine injection 


. caused dilatation of the intratumoral vessels with consequent 


increase of the size of the tumor and convulsions. The tumors 
found at necropsy were of the angiomatous type. Professor 
Mircoli followed the behavior of the electrocardiograms imme- 
diately before and after blood transfusion in sixteen cases of 
various diseases. In eleven cases the heart rhythm became 
slow and the altitude of the T wave increased after transfu- 
sion, There was no relation between the intensity of the 
electrocardiographic changes and the amount of blood which 
had been transfused. The speaker believes that the electro- 
cardiographic changes are due to transient disorders of the 
nutritional metabolism of the myocardium after transfusion. 
Trabucchi did not accept Mircoli’s interpretation. Isotonic 
liquids introduced into animals induce diminution of the alti- 
tude of the T wave. Blood transfusion improves the blood 
supply of the heart with consequent improvement of the 
physiologic contraction of the structure and slowing of the 
heart rhythm. From these factors the T wave in the electro- 
cardiogram increases in altitude. Professor Mircoli and Fer- 
roni measured by the congo red method the amount of 
transudate or exudate in the abdominal or pleural cavity in 
twenty-two patients. Stained specimens were withdrawn six, 
fifteen or thirty minutes after introduction of the stain and 
then the fluid was removed as completely as possible. The 
colorimetric calculations were done by the method used in 
determining the amount of circulating blood. The authors 
found that the amount of fluid withdrawn is slightly less than 
the amount calculated by the colorimetric method; however, the 
method is of value in calculating the amount of fluid in the 
abdominal and pleural cavities. 


Marriages 


Joun W. Croskey, Philadelphia, to Mrs. Marie L. Bret- 
schneider, Fort Washington, Pa., in Fort Washington, Janu- 
ary 21. 

WittraMm H. Conway, Larchmont, N. Y., to Miss Helen M. 
McGraw, Johnstown, Pa., Nov. 24, 1938, in Johnstown. 

Sanrorp P. LEHMAN, Olympia, Wash., to Miss Constance 
Jones, Ann Arbor, Mich., in Seattle, Nov. 25, 1938. 

WitiraM Francis Hutse to Miss Helen Frances Stark, both 
of Cleveland, in Detroit, January 28. 

Joun M. Leany, Tiffin, Ohio, to Miss Dorothy Slattery, 
Chicago, in Chicago, Oct. 10, 1938. 

Oxtver S. Ormspy to Miss Mary Horton, both of Chicago, 
in Louisville, Ky., February 4. 

MarsuALt F. Suietps to Miss Eleanor Frances Collins, both 
of Chester, Pa., Sept. 14, 1938. 

Rozert T. Opom to Miss Mary S. Medearis, both of Fayette- 
ville, Tenn., Sept. 29, 1938. 
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Deaths 


Roy Gillilan Werner ® Akron, Ohio; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1915; past president of 
the Summit County Medical Society; served during the World 
War; on the staffs of the City and St. Thomas hospitals; aged 
55; died, Nov. 12, 1938, of chronic ergotamine tartrate poisoning. 

Damaso T. Laine, Bryn Mawr, Pa.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1886; fellow of the 
American College of Surgeons ; veteran of the Spanish-American 
War; founded the Anglo-American Hospital in Habana, Cuba ; 
aged 72; died, Nov. 8, 1938, of cerebral hemorrhage. 

Horace Colton Bliss, Cleveland; Cleveland College of 
Physicians and Surgeons, Medical Department Ohio Wesleyan 
University, 1897; member of the Ohio State Medical Associa- 
tion; aged 81; died, Dec. 15, 1938, of arteriosclerosis and coro- 
nary thrombosis. 

Anna M. Braunwarth © Chicago; Woman’s Medical Col- 
lege, Chicago, 1886; an Affiliate Fellow of the American Medical 
Association; at one time medical superintendent of the Post 
Graduate Hospital; aged 81; was killed, Dec. 19, 1938, when 
struck by a bus. 

Eber Leander Annis, La Porte, Ind.; Rush Medical College, 
Chicago, 1881; member of the Indiana State Medical Associa- 
tion; formerly secretary of the city and county board of health, 
and deputy coroner; aged 78; died, Dec. 4, 1938, of coronary 
thrombosis. 

Randall Burrows Hayes, Jersey Shore, Pa.; Jefferson 
Medical College of Philadelphia, 1900; member of the Medical 
Society of the State of Pennsylvania; on the staff of the Com- 
munity Hospital; aged 60; died, Nov. 24, 1938, of coronary 
occlusion. 

William Francis Herron ® Pittsburgh; University of 
Pittsburgh School of Medicine, 1925; instructor in medicine at 
his alma mater; on the staff of St. Francis Hospital; aged 37; 
died, Nov. 9, 1938, of cerebral thrombosis and cerebral arterio- 
sclerosis. 

Gordon Bostwick Maurer ® Margaretville, N. Y.; Yale 
University School of Medicine, New Haven, Conn., 1923; medi- 
cal superintendent of the Margaretville Hospital; aged 39; died, 
Nov. 12, 1938, of an accidental gunshot wound received while 
hunting. 

Boyd Bell Snodgrass @ Rochester, Pa.; Marion-Sims 
College of Medicine, St. Louis, 1898; secretary of the Beaver 
County Medical Society; on the staff of the Rochester General 
Hospital; aged 68; died, Nov. 8, 1938, of coronary thrombosis. 


Henry Harrison Smith ® Johnsonburg, Pa.; Jefferson 
Medical College of Philadelphia, 1887; past president of the Elk 
County Medical Society; past president of the school board; 
aged 76; died, Nov. 4, 1938, of cerebral hemorrhage. 


Samuel E. Jordan, Highland Home, Ala.; Tulane Univer- 
sity of Louisiana School of Medicine, New Orleans, 1905; 
member of the Medical Association of the State of Alabama; 
aged 57; died, Nov. 27, 1938, of carcinoma. 


‘Jesse N. Clore, Madison, Va.; Medical College of Virginia, 
Richmond, 1895; member of the Medical Society of Virginia; 
formerly secretary of the county board of health; aged 69; died, 
Dec. 1, 1938, of coronary thrombosis. 


James Harvey Bradfield, Monterey, Calif.; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1901; aged 62; died, Nov. 5, 1938, of lobar 
pneumonia and coronary sclerosis. 


James Thomas Strickland, Roanoke, Va.; Jefferson Medi- 
cal College of Philadelphia, 1882; member of the Medical Society 
of Virginia; aged 81; died, Nov. 25, 1938, of myocarditis and 
adenocarcinoma of the prostate. 

Ralph Vernon Moss ® Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1923; on the 
courtesy medical staff of the Frankford Hospital; aged 41; died, 
Nov. 10, 1938, of heart disease. 


Wilhelmina G. Bickelmann @ Brooklyn; New York Medi- 
cal College and Flower Hospital, New York, 1919; on the 
associate staff of the Prospect Heights Hospital; aged 44; died, 
Nov. 10, 1938, of heart disease. 

William Alexander Stevens, Okanogan, Wash.; Jefferson 
Medical College of Philadelphia, 1886; member of the Medical 
Society of the State of Pennsylvania; aged 74; died, Nov. 10, 
1938, of a ruptured appendix. 
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John Adolph Fischer, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1895; aged 66; died, Nov. 
15, 1938, in the Temple University Hospital of carcinoma of 
the colon and peritonitis. 

Alfred Henry Catterall, Hawley, Pa.; Medico-Chirurgical 
College of Philadelphia, 1896; aged 63; died, Nov. 1, 1938, in 
the Moses Taylor Hospital, Scranton, of carcinoma of the pan- 
creas with metastasis. 

Bruce H. Snodgrass, Beaver Falls, Pa.; Marion-Sims Col- 
lege of Medicine, St. Louis, 1896; member of the Medical Society 
of the State of Pennsylvania; aged 65; died, Nov. 1, 1938, of 
coronary thrombosis. 

Bernard Sandfeld, Miami, Fla.; Medical College of Ohio, 
Cincinnati, 1887; aged 73; died, Nov. 15, 1938, in the James M. 
Jackson Memorial Hospital of cholelithiasis, cholangitis and 
aplastic anemia. 

Lewis Gravely Pedigo, Salem, Va.; University of the City 
of New York Medical Department, 1881; member of the Medical 
Society of Virginia; aged 80; died, Nov. 21, 1938, of pernicious 
anemia. 

James V. Munger, Portland, N. Y.; University of Buffalo 
School of Medicine, 1891; aged 83; died, Nov. 20, 1938, in 
Buffalo of hypostatic pneumonia and carcinoma of the larynx. 

Thomas J. Allison, Nocona, Texas; Louisville (Ky.) Medi- 
cal College, 1890; member of the State Medical Association of 
Texas; aged 87; died, Dec. 16, 1938, of coronary occlusion. 

Frederick William Burkhardt, Buffalo; University of 
Buffalo School of Medicine, 1907; aged 72; died, Nov. 29, 1938, 
in the Deaconess Hospital of carcinoma of the prostate. 

Frederick D. Brewster, Scranton, Pa.; New York Homeo- 
pathic Medical College, New York, 1879; aged 88; died, Nov. 
30, 1938, in the Hahnemann Hospital of carcinoma. 

William Finley Wagner, Hartleton, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1890; aged 
73; died, Nov. 16, 1938, of chronic nephritis. 

Clarence Eugene Meramble, Los Angeles; University of 
the City of New York Medical Department, 1894; aged 70; 
died, Novy. 28, 1938, of coronary thrombosis. 

J. A. S. Chambers, Inman, Ga.; Atlanta Medical College, 
1892; member of the Medical Association of Georgia; aged 79; 
died, Dec. 6, 1938, of cardiac hypertrophy. 

Robert Edward Oliver, Forrest City, Ark; University of 
Nashville (Tenn.) Medical Department, 1907; aged 56; died, 
Nov. 14, 1938, of spinal sclerosis. 

Frederick A. Stevens, Lake Elmo, Minn.; Hahnemann 
Medical College and Hospital, Chicago, 1883; aged 78; died, 
Nov. 30, 1938, of angina pectoris. 

John Marion Williams, Leecreek, Ark.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1884; aged 79; 
died, Nov. 21, 1938, of senility. 

Ladura D. Rupert, Frankford, W. Va.; University of 
Louisville (Ky.) Medical Department, 1892; aged 69; died, 
Nov. 23, 1938, of heart disease. 

Edward Van de Vanter, Burton, Wash.; Atlanta Medical 
College, 1882; aged 84; died, Nov. 18, 1938, in a sanatorium at 
Seattle of cerebral softening. 

William E. Jennings, Boston, N. Y.; University of Buffalo 
School of Medicine, 1882; aged 79; died, Nov. 6, 1938, of myo- 
carditis and arteriosclerosis. 

Henry ‘A. Nichols, Orland, Ind.; Medical College of 
Indiana, Indianapolis, 1891; aged 77; died, Nov. 12, 1938, of 
lobar pneumonia. 

William P. Henry, Rock Springs, Ga.; Atlanta Medical 
College, 1894; aged 66; died, Oct. 31, 1938, of myocarditis and 
arteriosclerosis. 

William James Fletcher, Eureka, Ohio; Miami Medical 
College, Cincinnati, 1880; aged 81; died, Nov. 9, 1938, of chronic 
myocarditis. 

Clarence N. Mosher, Santa Ana, Calif.; Eclectic Medical 
Institute, Cincinnati, 1890; aged 72; died, Nov. 4, 1938, of 
pneumonia. 

Thor Bech Lude, Mill Valley, Calif.; Rush Medical Col- 
lege, Chicago, 1910; aged 56; died, Oct. 30, 1938, of coronary 
occlusion. 

Robert Chester Dundas ® Los Angeles; Rush Medical 
College, Chicago, 1890; aged 69; died, Nov. 20, 1938, of heart 
disease. 

Dwight Clark Root, Pine Bluff, Ark. (licensed in Arkansas 
in 1907) ; county coroner; aged 64; died, Nov. 14, 1938. 

Francis M. Witten, Oil Springs, Ky.; Barnes Medical 
College, St. Louis, 1895; aged 72; died, Nov. 6, 1938. 
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Bureau of Investigation 


WILLIAM HOWARD HAY AND HIS 
“CORNY” DIETETICS 


Hokum Reaches a New High in the Poconos and a New 
Low on the Far-Flung Plains of Illinois 

Frequently William Howard Hay has been mentioned in THE 
Journat. His original sanatorium, called the “Hay Rest Cure,” 
was located at Youngsville, Pa. In Tue Journat, Feb. 25, 
1933, attention was called to his subsequent activities at the 
East Aurora Sun and Diet Sanatorium at East Aurora, N. Y., 
and later at Pocono Hay-ven, Mount Pocono, Pa. Evidence in 
the files indicates that in 1934 he moved to Briarcliff Manor, 
N. Y. Subsequently, however, he returned to Mount Pocono, 
and now he operates the institution there under the name Pocono 
Haven. 

The Hay System is just some simple and not always scientific 
advice about diet. No one disagrees with the tenet that none 
of us should overeat and that every one should eat a nourishing 
diet of natural foods. Hay goes on, however, to advocate the 
avoidance of mixtures of proteins and starches at the same meal 
and is apparently so wrapped up in this tenet that many of his 
menus are of inadequate calory content. This theory of the 
incompatibility of proteins and starches has been broadcast far 
and wide but apparently on the wrong wavelengths, for as yet 
Mother Nature has heard nothing of it. Green peas still con- 
tain about 7 per cent protein and at least, on the average, an 
equal amount of starch, potatoes 1.8 per cent protein and 14 per 
cent carbohydrate, and the human system still converts 58 per 
cent_of protein into carbohydrate. It is interesting to consider 
some of the foods which Hay himself advocates. Whole wheat 
flour is chiefly starch but contains 13.8 per cent of protein; 
wheat germ contains about equal quantities of protein and starch. 
Eventually people will realize that most foods contain some 
protein, some carbohydrate and some fat. Meantime, however, 
Hay apparently continues to prosper in promoting folderol. 

As part of his propaganda Hay tries to discredit established 
medical science. His ridiculous diatribe entitled “Who Are the 
Quacks?” was released by the American Medical Liberty 
League. In this little document Hay developed the thesis that 
the quacks are not the food faddists, the cultists, the “drugless 
healers,” the chiropractors or the naturopaths but, instead, the 
members of the regular medical profession. 

Spas, scientifically conducted, are deservedly popular with 
many people. The gullible portion of the public, unable to 
differentiate between the spas in which ethical medicine is prac- 
ticed and those in which faddists convene, attends institutions 
such as that operated by Hay and falls easy prey to the mis- 
information he perpetrates. 

Among Hay’s publications is one called “The Hay System 
News.” According to its cover it is “published by the Hay 
Alumni Association,” “to extend the teachings of William 
Howard Hay, M.D.” In a current issue Dr. Hay answers 
medical questions. In reply to an inquirer who states: “A 
member of our family suffers with extremely cold hands and 
feet during the winter time. Can you tell us the cause of this 
trouble?” Hay replies: 

“Cold hands and feet may be objectively cold yet subjectively warm. 
By this I mean that they may feel cold to others yet not be noticeably so 
to the owner. The condition of objective coldness may accompany high 
stages of health, while objective warmth may accompany high states of 
toxemia, as I have very often noted. It is not always wise to attach too 
much importance to this symptom, if it is a symptom.” 

But it is far wiser, Dr. Hay, than attaching too little impor- 
tance to such a symptom “if it is a symptom,” as it may be 
indicative of serious vascular disorders. 

The Alumni Association which publishes “The Hay System 
News” apparently has branches, including one at Champaign- 
Urbana, Ill., where, according to the December 1938 issue of 
“The Hay System News,” there was a meeting on November 10 
of the Hay Health Guild. The meeting began with a banquet— 
if Hay food can be so designated—and was attended by approxi- 
mately 500 members. The program included songs by Bruce 
Foote of the Music Faculty of the University of Illinois and 
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“a very interesting and helpful address on ‘Compatibility’” by 
Dr. William Howard Hay. The final sentence of this report 
reads: “There is no more enthusiastic group of followers of 
the Hay System, anywhere, than in these ‘Twin Cities.’ ” 

These twin cities include within their limits the University 
of Illinois and the homes, fraternity houses and dormitories 
which house the students and faculty of this great midwestern 
university. One might expect that, in a community which is 
composed approximately one fourth of various members of the 
university faculty and the student body, such faddism would 
never be popular. The fact remains, however, that at least one 
restaurant is cashing in by following the edicts of Hay and 
serving the foods and food combinations suggested by him. 
Obviously, such activities are a matter of interest to the home 
economics and biochemistry departments of the university. 
Probably both are surprised and chagrined that such activities 
should ensue in these university cities. 

There is not the slightest scientific evidence to back up the 
Hay theory concerning incompatibility of foods. Dr. Martin 
A. Rehfuss of Philadelphia tested such diets on 200 normal men. 
He also tried them on a great many sick people. Some were 
fed mashed potatoes and chopped beef together as foods which 
represented concentrated starches and proteins. Dr. Rehfuss 
discovered that it took only three minutes longer for sick people 
to digest the beef and potatoes together than it did to digest the 
beef itself. 

These facts are all well known to the medical profession. 
They have been discussed in numerous books and publications. 
Two books which have described bluntly the activities of Hay 
are “Your Diet and Your Health” by Dr. Morris Fishbein and 
“Diet and Die” by Carl Malmberg. The Reader’s Digest for 
May 1933 published an article exposing the fallaciousness of 
these principles of Hay’s. 

At the time of the founding of the East Aurora institution 
by one Oliver Cabana Jr., who a number of years ago put out 
a preparation called “Kem-O-Zone” and described as “The 
Aristocrat of Antiseptics,” it was claimed by Cabana that he 
had selected Hay as medical adviser to his institution because 
he was “nationally known for the past decade as an authority 
on dietetics.” Just exactly who designated Hay as an authority 
on dietetics is not clear. He is not listed in “American Men of 
Science” and, as far as this Bureau knows, is not a member of 
any scientific organization in the field ‘of dietetics or nutrition. 
Not satisfied with his activities in the “twilight zone” of dietetics, 
he has issued certain statements concerning wel! established 
scientific remedies. He claims, for instance, in his book “Health 
via Food” that “evidence of the efficiency of serum immunization 
is still entirely lacking, for we have no way of knowing whether 
one supposedly immunized against any form of disease would 
ever take such disease, even under extreme exposure.” This 
total disregard for voluminous scientific evidence would be 
entirely inexcusable, even if it were a statement by a layman and 
not a graduate in medicine. 

Before Hay commenced his activities in this field, he claimed 
to have been active.in the practice of surgery, and yet his book 
“Health via Food” includes the following paragraph under the 
chapter entitled “Everyone His Own Physician” : 

“Until the writer sees at least one case of appendicitis die ‘naturally,’ 
whether this be a simple catarrhal and uncomplicated case or a_per- 
forated case with abdominal abscess, he is sure to be excused for not 
taking this condition as seriously as it is painted by the surgeon who 
knows nothing but the operative treatment of this really simple condition.” 

This fallacious piece of philosophy is entirely misleading, since 
it is obvious that those who die with perforated appendixes do 
not die “naturally,” whether in “quotes” or otherwise. 

Starting with the treatment of asthma, Hay has referred in 
glowing terms to his treatment of pernicious anemia and, accord- 
ing to a letter from a former patient, published in this Bureau’s 
column in THE JourNai for Jan. 4, 1936, attempts to control 
diabetes without employing insulin. 

Hay appears to be convinced that much that is wrong with 
any one can be attributable to his failure to follow the principles 
laid down in the Hay diets. Extensive scientific evidence in 
both research and clinical medicines refutes completely and 
entirely his fantastic theories. 

The edition of “The Hay System News” previously men- 
tioned contains an article by William H. Hay II. No title, 
however, is published after his name. Presumably he is neither 
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a Doctor of Medicine nor a Doctor of Philosophy in biochem- 
istry or nutrition. His writings on the subject are based, 
apparently, only on his own cogitations. Under the heading 
“Disease,” he says: 

“One fact should be brought home in vivid fashion to the youth of our 
nation. Disease does not immediately manifest itself in the form of 
tuberculosis, cancer, arthritis and the like. Disease is present when the 
body is not 100% efficient in every way. It is evidenced by obesity, 
unaccountable fatigue, catarrh, and numerous other innocent-appearing 
signs. These conditions are not generally recognized as disease, for the 
failure of the family doctor to pigeonhole them under the head of some 
definite ailment automatically crosses them off our list of worries.” 

Latest reports indicate, however, that the “family doctor” is 
still the first-line battler against disease. At any rate, he is not 
attempting to confuse the public about disease as is Hay II. 

From high in the Poconos comes the call to follow Hay. 
Most people know enough to recognize it for what it is and to 
consider the call so much static. In Champaign and Urbana 
the news has yet to be adequately disseminated. No doubt 
leaders in the university realize that they have an obligation 
here to their local community. 


Correspondence 


ERYTHEMA NODOSUM 

To the Editor:—The recent editorial on erythema nodosum 
(THE JouRNAL, January 14, p. 147) should receive wide atten- 
tion from the medical profession. There are at least three 
reasons why this subject has an importance beyond the theo- 
retical implications: First, those who regard the condition as 
essentially tuberculous—Wallgren for example—have intimated, 
as a logical outcome of their observations, that patients afflicted 
with erythema nodosum may be possible sources of the spread 
of tubercle bacilli to others; if this is true, then important 
epidemiologic considerations arise in the care and isolation of 
these patients. Second, assuming that there is a rheumatic 
variety of erythema nodosum, then the possibility of subsequent 
serious cardiac disease must inevitably loom large in such cases. 
Third, if either of these views is correct, then patients with 
erythema nodosum could not be granted insurance rates on the 
same basis as ordinary persons. 

I am a member of a small minority that still regards erythema 
nodosum as a disease suit generis. This letter is intended as 
a plea that nothing be assumed as established until proved 
definitely. 

1. The epidemiologic observations made by Brandon and his 
co-workers are interesting, but the chief thesis of their com- 
munication was not substantiated for the following reasons : 

(a) It is stated that there was an “open” case of tuberculosis 
in the school (a boy aged 17), but it appears that this diagnosis 
was based alone on a remarkable history of this disease in the 
patient’s immediate family and on the observation in the boy of 
a positive tuberculin reaction and of a roentgenogram showing 
“thickened linear markings and some slight shadowing in the 
apex of the left lung.” It seems hazardous to speak of “open” 
tuberculosis without offering proof in the form of tubercle 
bacilli in the sputum or, at least, other confirmatory data. If 
such evidence had been present it should have been so stated. 
The term “open” tuberculosis as used in this report requires 
clarification before its significance can be assessed properly. 

(b) The patient who was believed to be suffering from “open 
tuberculosis” lived in cottage J, which was later found to have 
sheltered but one patient with erythema nodosum, whereas the 
other cottages (N and S particularly) had eight and four patients 
with this disease respectively. Moreover, the isolated patient 
with erythema nodosum in cottage J had also been in close 
contact with the first patient to have this disease in the epidemic 
(cottage N), having carried meals to him. In other words, 
there were many more cases of erythema nodosum in places 
apparently less exposed to the influence of the boy with “open” 
tuberculosis. In order to explain this discrepancy it was assumed 
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that there had been other means of intimate contact, such as 
the swimming pool. It seems fair to conclude, on the basis of 
these data, that the source of this epidemic was not definitely 
established and that there remain too many lacunae awaiting 
clarification. 

2. Regarding the data on rheumatic erythema nodosum, it is 
true that Wallgren described three cases in his report, but of 
these three he was willing to accept only one as truly rheumatic. 
It is my belief that an isolated example in which the evidence 
of relationship was suggestive but not conclusive, compared with 
an experience of about 800 cases of erythema nodosum, as stated 
by Wallgren, can hardly be construed as substantiating the 
rheumatic nature of this condition; at least, the factor of coinci- 
dence must surely be taken into account. There is an enormous 
gap between Mackenzie's view that all instances of the disease 
are of rheumatic origin and Wallgren’s apparent demonstration 
of a single rheumatic case observed among 800 cases of erythema 
nodosum. 

My interest in erythema nodosum is based on a correlation of 
the dermatologic and the internal medical aspects of a large 
number of instances of this disease, including two small 
endemics; thus far I have attempted only an analysis of the 
relation of this condition to rheumatic fever (Ann. Int. Med. 
10:1686 [May] 1937). One cannot but be impressed by the 
imposing edifice of observations on the tuberculous nature of 
erythema nodosum, but it appears that there are many gaps in 
our knowledge ; moreover, there is much contradictory evidence 
on fundamental points, all of which will be discussed in a 
critique under preparation. It is my belief that erythema 
nodosum as observed in this country differs in no remarkable 
way from the disease seen in other parts of the world, including 
the Scandinavian countries; the clinical picture, the high inci- 
dence of positive tuberculin reactions (including the vesicular 
response), the frequent occurrence of hilar shadows, the occa- 
sional finding of a negative tuberculin reaction, the recurrences 
and the like are identical to those reported from other countries. 
Moreover, the evidence strongly indicates that this condition in 
adults is essentially similar to that observed in children. The 
theory that erythema nodosum is a nonspecific cutaneous reac- 
tion to a variety of causes is based, in my opinion, on a mass 


of doubtful data. Harry Keri, M.D., New York. 


HIPPOCRATIC LETTERS ON THE INDE- 
PENDENCE OF THE PROFESSION 
OF MEDICINE 


To the Editor:—Apropos of the present controversies on state 
medicine and the hiring of physicians on the same basis as 
workmen, it seems timely to bring to mind the following little 
episode. The “Counsil and Citizens of Abdera” wrote to Hip- 
pocrates to come to their city and treat the ailing Democretus, 
their most illustrious citizen, promising him “all the glory, 
learning and gold” their city could afford. The fact that a 
whole city should be so greatly concerned over the health of 
one citizen impressed Hippocrates, and he agreed to come. That 
the Abderites should think, however, that they could hire the 
services of a physician for a stipulated sum of money, the same 
as of any other artisan, he considered an insult. So, he even 
asked his “guest-friend” Philopoemen for hospitality, during 
his stay in Abdera, “not wanting to trouble a city already so 
disturbed,” with his private physical needs, and to the Abderites 
he remarked: “. . . For my coming neither nature nor God 
can contract me for money, nor may you, citizens of Abdera, 
do me violence (i. e. insult me with such a suggestion), but 
let the works of a free art remain likewise free. Those who, 
hiring themselves out for salary, force the sciences into servitude, 
rob them of their ancient freedom and reduce them to utter 
slavery. Consequently, they would lie as though the disease is 
serious, or deny it is trivial, not coming when promising, or 
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coming without being asked. Indeed the life of men has become 
miserable, because this unbearable covetousness, like a hurricane, 
has permeated it throughout.” This reminds one of some of 
the present criticisms of the panel system. 

I am, of course, aware of the very serious objections as to 
the authenticity of these so-called hippocratic letters. How- 
ever, the time and the spirit is hippocratic and it should matter 
but little who actually penned them. The excerpt is offered for 
the consideration of both sides, and a familiarity with the spirit 
it displays might prove profitable to both physicians and laymen. 


Savas Nittis, M.D., Ann Arbor, Mich. 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


DEATH FROM INSULIN SHOCK OR OTHER CAUSE 


To the Editor :—Kindly criticize the following treatment: A woman 
aged 52 while eating supper suddenly fell into a deep snoring slumber 
from which she couldn't be aroused. Her daughter gave the following 
history: ‘‘Mother was told she was diabetic and she had been on insulin 
and a special diet for about six months. We covered about 300 miles 
today, and twice during the afternoon mother complained of not feeling 
well and she took a little nap in the bus. She always took her protamine 
zinc insulin in the morning before breakfast [quantity unknown.] Out- 
side of the diabetes she apparently was in good health.”” The patient 
unfortunately was not seen until after having been in coma for over an 
hour. Her face was pale, the eyeballs were soft, there was a slight 
suggestion of acetone on the breath, the skin was sweaty, respirations 
were labored and apneic in character, the pulse was of good quality 
(about 80), the blood pressure was 130 systolic, 80 diastolic. There were 
no heart murmurs, the patient was relaxed and the superficial reflexes 
were sluggish but no abnormal ones were present. The patient was 
rushed to the hospital, where the bladder was immediately catheterized 
and a blood specimen taken. Ten per cent dextrose in physiologic solu- 
tion of sodium chloride was started. Examination of the urine revealed 
specific gravity 1.010, acetone negative and sugar negative. Following 
this report stimulants were started, such as epinephrine, caffeine and 
strychnine. The 10 per cent dextrose was stopped and 50 ce. of 50 per 
cent dextrose solution was given slowly. The patient did not respond at 
all but seemed to sink deeper, her respirations coming about once every 
two minutes. Just as the blood sugar report came back 52 the patient’s 
pulse became irregular and she died. A urea nitrogen test later revealed 
a level of 38. 1. The condition resembled insulin shock or hypoglycemia; 
was proper treatment instituted? 2. What is the terminal picture in 
hypoglycemia? 3. Could protamine zinc insulin have exerted a peak 
influence early in the evening to have produced the shock picture? (No 
severe exercise was taken during the day to deplete the sugar.) 4. How 
long can one remain in shock before treatment is hopeless? Is it possible 
to be in diabetic coma (acidosis) with a low blood sugar, urine sugar and 
acetone free? If kidneys stop excreting waste products? 


M.D., Oregon. 


ANSWER.—Treatment of this case under the circumstances 
appears sensible, but the diagnosis of the condition remains in 
doubt. First, it is rare for a patient while eating a meal to 
develop insulin shock, but it does occur. Second, an argument 
against insulin shock is the rapidity with which a blood pres- 
sure of 130/80 and a pulse of good quality changed and the 
patient died. Third, a blood sugar of 52 mg. is not as low as 
one ordinarily encounters during insulin shock which has per- 
sisted in the stage of unconsciousness over a considerable period. 
Fourth, the insulin shock came on rapidly and treatment was 
instituted within an hour, and with such prompt treatment a 
prompt recovery would be expected. Fifth, extreme pallor, 
soft eyeballs and a labored respiration, apneic in character, are 
not characteristic of insulin shock. A necropsy might well 
have shown cerebral or coronary sclerosis with accompanying 
lesions. 

The terminal picture in hypoglycemia is not well known. 
In three recent cases supposed to be typical of death in hypo- 
glycemia, coronary occlusion was found in two and a pul- 
monary embolism subsequent to a fracture in the third. It is 
perfectly possible for the symptoms to come on suddenly and 
thus for perspiration and tremor to be absent. The respira- 
tion is usually normal, blood pressure certainly normal at first. 

Protamine zinc insulin could have exerted a peak influence 
early in the evening, but one would have expected a lower blood 
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sugar to produce such an advanced stage of shock. The fact 
that the shock came on during the meal does not militate 
against the possibility of insulin shock, because the food might 
not have been absorbed. Repeatedly dextrose or other forms 
of carbohydrate are given in the early stages of shock and 
do not bring about prompt improvement and later this is 
explained, because the stomach empties itself of all that was 
administered. In such instances people generally get well of 
themselves or with the help of repeated feedings or dextrose 
given intravenously or subcutaneously. 

If a patient is unconscious in insulin shock for more than 
eight hours there is grave danger. No instance is recalled from 
experience or in the literature in which recovery has occurred 
after unconsciousness of twelve hours. 

It does not appear possible for a patient to be in diabetic 
coma caused by acidosis with a low blood sugar and to have 
the urine free from sugar and acetone. If the kidneys were 
blocked, acetone and diacetic acid might disappear from the 
urine but would be present in the blood. 


DROWNING AND RESUSCITATION 

To the Editor:—Can you tell me how long a person has been under 
water and then resuscitated regardless of whether or not death occurred 
a short time later from complications? The reason I am asking is that I 
have seen in several books statements to the effect that persons who have 
been immersed as lovg as thirty minutes have been resuscitated: “Don't 
give up! Persons who have been under the water as long as thirty minutes 
have been resuscitated by this simple method” (Dalton, F. E.: Swimming 
Scientifically Taught, New York, Funk & Wagnalls Company, 1931, 
p. 246). “Persons have been known to have been restored to life after 
having been under water for a half hour” (Sullivan, F. J.: Science of 
Swimming, New York, American Sports Publishing Company, 1932, p. 
91). “There are cases on record of people having been revived after 
being under water for half an hour and unconscious several hours” 
(Handley, L. de B.: Swimming for Women, New York, American Sports 
Publishing Company, 1931, p. 90). 

R. D. Streetor, M.D., Moberly, Mo. 


ANswer.—All laboratory tests have agreed in showing that 
after about four minutes of complete deprivation of oxygen in 
the brain—as by occlusion of the arteries—irremediable damage 
has occurred. If instead the trachea is clamped, the oxygen in 
the air in the lungs postpones this result perhaps a minute or 
two. Absolutely sudden and complete submersion for six or 
seven minutes may therefore be expected to render resuscitation 
impossible. But considering the way in which drownings 
actually occur, with the possibility that the victim has drawn a 
partial breath before his traditional “going down the third time,” 
ten or twelve minutes may elapse during the “drowning” and 
therefore resuscitation may still be attainable. As for such 
longer periods as half an hour, it may be remembered that no 
one actually times them, and that in view of many successful 
resuscitations of persons apparently dead it is well to encourage 
prolonged efforts. 


DIAGNOSIS OF SYPHILIS 

To the Editor:—A man aged 47 was orginally infected with syphilis in 
1910. He states that there was no doubt about the original infection, 
since he had gone out on furlough with three other persons and all were 
infected. He was treated with arsphenamine from 1910 to 1912, and 
he had malaria from 1912 to 1914 on several occasions while in the tropics. 
He is married and has two healthy grown children and a grandson. 
Routine and provocative Wassermann tests at intervals have been negative. 
There has been no treatment since 1912. Up to September 1938 the 
spinal fluid had not been examined. In September he suffered a nose- 
bleed. The examining physician stated that the cause was either hyper- 
tension or syphilis and concluded that it was the latter, as the blood 
pressure was 130/90. The patient came to my attention about September 
15. Examinations revealed no physical or neurologic abnormalities. The 
nasal mucous membrane was normal. The blood pressure was 130/90. 
X-ray examination of the heart showed nothing suggestive of syphilis. 
The blood serum reaction was negative. The spinal fluid was normal 
as to Wassermann and Kahn and colloidal gold tests. The patient is 
somewhat worried and no doubt a diagnosis made twenty-eight years ago 
has irretrievably affected his life. Was syphilis present originally? Had 
the malarial infection of 1912 to 1914 an adverse influence on the course 
of the supposed syphilitic infection? Does the negative serum reaction 
rule out a syphilitic infection? How should the case be handled? 


M.D., Michigan. 


ANSWER.—The fact that the patient now shows no clinical 
or serologic evidence of syphilis does not mean that he did not 
acquire syphilis in 1910. It is known that practically one third 
of the patients who acquire syphilis will control the disease 
spontaneously, and this patient may belong in this group. As 
he manifests no signs of the disease at this time, there is no 
way in which the original diagnosis made in 1910 can be con- 
firmed or disproved. It is true, no doubt, that the psychologic 
effect of this knowledge on the patient has been great, but 
the only way this can be offset is to reassure him that, 
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although one cannot say whether or not he had the disease 
in 1910, the evidence now indicates that the syphilis has appar- 
ently been cured. It is likewise peg ys to say just what 
effect the malarial infection of 1912 to 1914 had on the course 
of the disease, ause many patients with a serious type of 
syphilis are seen who have a malarial infection after they 
acquired the syphilis. It would seem advisable to reassure the 
patient to the utmost and to urge him not to take treatment 
ut, if he wishes, to come in once a year for a recheck simply 
yor: assure himself that he need have no worry regarding the 
isease, 


PRIMARY JEJUNAL ULCER 

To the Editor:—I recently had occasion to examine a white man aged 
42 who showed all the signs and symptoms of an acute perforated ulcer. 
On operation a primary jejunal ulcer was found to have perforated. No 
other ulcers were found elsewhere in the gastrointestinal tract and there 
had been no previous abdominal surgery done except an appendectomy 
seven years before. In going back over the literature I am unable to 
find mention of a case of perforation of a primary jejunal ulcer in which 
the jejunal ulcer is of the peptic type and no previous abdominal surgery 
had been done. If you know of such a case I should appreciate the 
references, M.D., Pennsylvania. 


ANSWER.—Primary jejunal ulcer must be an extreme rarity, 
as many large necropsy series fail to record a single case. 
W. W. Ebeling (Primary Jejunal Ulcer, Ann. Surg. 97:857 
[June] 1933) of Philadelphia, in a comprehensive article, states 
that only forty-seven cases, including one of his own, had been 
reported in the literature between 1827 and 1932. Only seven 
of these ulcers had been operated on in the absence of perfora- 
tion. While tuberculous ulceration and syphilis produce changes 
in the jejunum, the pathologic change of a primary jejunal 
ulcer is different in that it is similar to that of chronic peptic 
ulcer as found in the duodenum’ Most of these ulcers occur 
in the upper part of the jejunum and are situated opposite the 
mesenteric border. The symptomatology is not unlike that of 
duodenal ulcer, although the pain may be located in the upper 
left quadrant, especially in the occasional case in which upper 
jejunal obstruction has occurred. X-ray examination may be of 
some aid in diagnosis. The diagnosis, however, has not been 
made in most cases until after perforation has occurred. Per- 
foration has followed trauma in one or two instances. Resection 
of the ulcer is naturally the treatment of choice. 


Additional references : 

Coletti, D. A.: Primary Ulcer of the Jejunum: Two Cases, Policlinic 
(sez. chir.) 43: 243 (June) 1936. 
all, D. P.: Perforation of Primary Jejunal Ulcer, South. Surgeon 
5: 309 (Aug.) 1936. 


TREATMENT OF HEMOPTYSIS IN PULMONARY 
TUBERCULOSIS 

To the Editor ;—Should small doses of morphine sulfate (from one-eighth 
to one-fourth grain [0.008 to 0.016 Gm.]) be used in hemoptysis in cases 
of pulmonary tuberculosis? Is the value of this drug in quieting the 
patient and controlling the cough overshadowed by the danger of pro- 
ducing spread of disease by permitting blood and sputum to collect in 
the bronchi? Is there risk of producing pneumonia by placing an icebag 
on the patient’s chest to keep him quiet? Would you outline a routine to 
be followed in treating a tuberculous patient with hemoptysis? 

M.D., Connecticut. 


ANSWER.—Morphine in ordinary doses does not stop cough 
completely, therefore there is not much increase in danger from 
the blood collecting in the bronchi. The greatest danger in 
this respect comes from slow internal bleeding. As a rule the 
doses specified can be used with safety. 

An ice bag placed over the precordium has a tendency to 
slow the heart rate. It does not tend to cause pneumonia. 
Absolute quiet of the patient gives the best chance of stopping 
bleeding. This includes also the assurance given the patient 
by the physician himself. 

The treatment of pulmonary hemorrhage may be divided into 
prophylactic and active. The former depends on the early 
diagnosis of ulcerations and prompt collapse therapy or other 
forms of treatment, supplemented always with the sine qua non 
of tuberculosis therapy—rest. 

Active treatment in actual bleeding differs, depending on the 
amount of hemorrhage. In ordinary bleeding, blood spitting, 
oozing or seeping hemorrhages the patient should have absolute 
rest, small doses of morphine or barbiturates. Phenobarbital 
is good and is preferred by some to morphine. Coagulants such 
as calcium gluconate or lactate have been recommended, but 
their actual efficacy has not been demonstrated. They inspire 
the patient, however, so that the fear of death or great hemor- 
rhage is removed somewhat. Chipped ice by mouth, ice cream 
for food and an ice pack to the chest are useful and may be used 
profitably. 
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As soon as any danger of a has passed, 
collapse therapy should be don 

In massive hemorrhage the patient should have collapse of 
the bleeding lung as soon as possible until bleeding stops and 

put to bed in a horizontal position with the head elevated 
enough to keep him from strangling in the sputum or blood that 
may come up. Then all the other measures mentioned before 
may be used, as necessity dictates. 


ILL EFFECTS OF PROLONGED STANDING ON 
WOMEN 
To the Editor :—As medical inspector of our department of labor, I hap- 
pened to inspect a canning industry in which women in its trimming 
department have been working in the standing position all the time. 
Please explain to me what ill effects this working in the standing position 
for at least eight hours a day will be likely to bring to these women. 
Jose SanTILLan, M.D., Manila, P. I. 


ANSWER.—Most disorders attributed to prolonged standing 
are associated with the lower extremities, such as varicosities 
with eczema or ulcers, flat foot, and knock knee. Bone and 
joint changes have been reported in young women and children 
in whom the osseous system is imperfectly developed, espe- 
cially when unnatural posture or repetitive movements are 
added considerations. Also in the case of women greater inci- 
dence of dysmenorrhea with or without associated uterine dis- 
placement is stated to occur. Similar functional disturbances 
may take place in the case of abdominal organs in persons 
with visceroptotic tendencies. Bulletin 136 of the Women’s 
Bureau of the U. S. Department of Labor contains a section 
on seating equipment for women workers and the regulations 
which have been adopted in certain jurisdictions. Various 
commentators have pointed out that due care must be taken 
that the facilities provided are not as injurious as standing 
itself, that seats or benches are readily accessible and adjust- 
able to the working place, with backs, arm and foot rests if 
needed, and the number of seats supplied in proper relation 
to the number of employees. 


PAINFUL AND STIFF FINGERS AND TOES 
AFTER CEREBRAL HEMORRHAGE 

To the Editor:—A white man aged 62 suffered a cerebral hemorrhage 
last January, resulting in a paralysis of the left side. He gradually 
improved until now he can waik again and do light work. His Wasser- 
mann reaction is negative, blood count normal and blood pressure around 
170 systolic, 90 diastolic. His reflexes are all hyperactive. He also has 
several carious teeth. His chief complaint is pain and tenderness in the 
ends of his fingers and toes; another complaint is a progressive stiffness 
of the joints of his hands. I gave him six injections, one every three days, 
of sodium iodide, 1 Gm., without any relief. I should like to know the 
cattse of the pains and tenderness in his fingers and toes, and the treat- 
ment. M.D., Ill. 


Answer.—It is assumed that the pain and tenderness in the 
fingers and toes is bilateral. If this is the case it is extremely 
unlikely that the cerebral hemorrhage is directly responsible. 
Occasionally a hyperesthesia accompanies cerebral hemorrhage 
but only on the affected side. 

There are a number of conditions that might produce the 
complaint mentioned. Circulatory disturbances must be ruled 
out. Buerger’s disease (thrombo-angiitis obliterans) is a possi- 
bility. This disorder is not symmetrical in its distribution and 
rarely affects the upper extremity to the same extent that it 
affects the lower. Reynaud’s syndrome is symmetrical in its 
distribution but it is not continuous and is associated with 
blanching of the skin. Weir Mitchell’s disease (erythromelalgia) 
produces discomfort of this sort. This condition is aggravated 
by a dependent position and by heat or is relieved by clevation 
of the part and by cold. Scleroderma may be painful even before 
thickening of the skin occurs. In subacute bacterial endocarditis, 
Osler’s nodes, small painful elevations on the finger tips and 
toe tips, occur as a result of embolism of the end arteries. This 
appears unlikely in this case. The pain of arteriosclerosis is 
rarely symmetrical and is made worse by exercise. 

Nerve disorders must be considered. An avitaminosis may 
produce a peripheral neuritis. Certain drugs, notably arsenic, 
produce a like effect. 

The progressive stiffness of the hands in patients of this age 
is usually the result of an osteo-arthritis. This condition often 
progresses rapidly when customary exercise is abandoned for any 
reason. 

Correct therapeutic procedures will depend on a more accurate 
diagnosis. The effect of heat and cold should be tried both for 
therapeutic and for diagnostic reasons. The eftect of vaso- 
dilators should be investigated. For this purpose one of the 
compounds of theobromine or theophylline may be used. 
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ABSENT TEETH AND DELAYED DENTITION 
IN BABY 


To the Editor:—A white baby, an only child, aged 16 months, has a 
complete absence of teeth. The baby held its head up at 2 months, sat 
up at 6 months, walked at 11 months and says several two syllable words 
now. Physical examination is normal except for a tendency to dry hair, 
dry skin and absence of all teeth. There is no evidence of rickets. The 
baby has been spoiled and no regular dietary regimen has been followed 
because of unwillingness of the parents to cooperate. The Wassermann 
reaction is negative and there is no family history of syphilis or delayed 
dentition. X-ray examination of the skull shows unerupted teeth present. 
The film was not a good one. X-ray examination of the wrist bones shows 
only two carpal bones present. According to the roentgenologist, this 
shows the development of a 6 months infant. Oct. 15, 1938, I started 
the baby on one-half grain (0.03 Gm.) of thyroid extract (Armour’s) 
orally, daily. I know that infants who have manifestations of thyroid 
deficiency often have delayed dentition. However, this child’s mental 
development has been normal. Are there any other causes of delayed 
calcification of the carpal bones other than thyroid deficiency? How long 
should I keep giving thyroid extract if the child shows no physical 
improvement but continues to do well mentally? M.D., Virginia. 


ANSwer.—It is doubtful whether the infant discussed is suffer- 
ing from a lack of thyroid secretion. Thyroid geficiency in 
infancy is manifested by slow growth in height, thick, dry, 
wrinkled skin, pasty complexion, dull expression, thick tongue, 
protuberant abdomen and short, thick hands. There is a delayed 
closure of the fontanel. 

It is true that delayed dentition and tardy ossification of the 
carpal centers accompany thyroid deficiency. However, physical 
and mental development are retarded also. 

In certain nutritional disorders, especially rickets, there is a 
delay in the calcification of the carpal bores. It should be 
pointed out, however, that there may be considerable individual 
variation in the time at which the carpal bones become calcified. 
The infant mentioned in the query may well be within the range 
of normal. 

If there is no response to the treatment within one or two 
months, the administration of the thyroid gland extract should 
be discontinued. 


OPHTHALMOGRAPH AND METRONOSCOPE 

To the Editor:—As president of the board of education, I am interested 
in knowing whether or not there is any scientific basis for the use of 
metronoscopes and ophthalmographs in the public school system for the 
purpose of detecting visual defects and their correction. Worlds of 
literature emanate from educational institutes where reading laboratories 
are maintained which set forth the great value of these instruinents. I 
have been unable to find any medical literature on the subject and would 
appreciate any information you may be able to give me. 

E. J. Cummins, M.D., El Paso, Texas. 


ANSWER.—No strictly medical literature on the metronoscope 
or ophthalmograph has been found. The ophthalmograph has 
been used for photographing the movements of the eyes in read- 
ing and it does give a record of ocular imbalance in reading 
and of faulty reading habits. A certain amount of skill and 
experience is required to obtain good records with it. Unless 
such records are obtained, the use of the metronoscope does not 
seem scientific, since it should be used only for children whose 
reading rhythm is proved to be defective by such a record. 
Probably no one knows what proportion of cases showing read- 
ing disability is due to poor reading rhythm which could be 
detected and might be corrected by the two instruments. The 
problem is rather one for educators than for ophthalmologists. 


INTRAVAGINAL TAMPONS AND OBSTRUCTION 
OF MENSTRUAL FLOW 

To the Editor:—I have had a few cases of severe pain in the right 
lower quadrant which followed a normal menstrual period during which 
time the patient had used intravaginal tampons to absorb the menses. 
Two cases of severe pain showed signs of peritoneal irritation. Rigidity, 
tenderness below McBurney’s point, and rebound tenderness were present 
in both cases. There was marked tenderness in the right fornix. How- 
ever, there was no vomiting, nausea, fever or increased white count. All 
symptoms subsided in forty-eight hours and did not recur when the use 
of intravaginal tampons were forbidden. I believe that the entire syn- 
drome was due to back pressure by a snug tampon. I should like to know 
your opinion. M.D., New York. 


ANSWER.—It is entirely possible that the symptoms enumer- 
ated may have been due to the escape of blood from the uterus 
through one or both fallopian tubes into the pelvic cavity. Good 
evidence in favor of this is the fact that the attacks failed to 
appear when the intravaginal tampons were not used. Most 
likely the tampons were inserted high enough into the vagina 
to obstruct the external os. Ordinarily if there is no obstruction 


Jour. A. M. A. 
Fes. 25, 1939 


MINOR NOTES 


at the external os the blood which escapes from the uterus 
remains in the vagina until the tampon is removed. If the 
external os is not blocked, a back flow of blood through the 
tubes can occur only if a large amount of blood is dammed back 
in the vagina. Of course in some cases blood may escape into 
the peritoneal cavity without any obstruction, an occurrence 
which in the opinion of Sampson and others is responsible for 
most cases of external endometriosis. 


-- = 


PERMANENT WAVE AND CONSTITUTIONAL DISEASE 
To the Editor:—Every now and then a patient states that hairdressers 
claim that there must be some constitutional disease present as they are 
unable to get a permanent curl in the customer's hair. Thus far I have 
never seen literature that would enable me to solve this problem. Has 
anything been written regarding this matter? 
W. L. Caster, M.D., Marquette, Mich. 


ANsWER.—So-called permanent waves are produced by wetting 
the hair with an alkaline solution to soften it and then heating 
it while on the curlers long enough to produce steam. This 
fixes the curl for a longer time than any other method yet 
discovered. It works well with most hair, but even the most 
expert hairdressers have difficulty with some kinds of white, 
overbleached, stringy or dyed hair. 

“Constitutional disease” is a common excuse used by hair- 
dressers whose failure to accomplish a good curl is not uncom- 
monly due to poor technic or poor preparations, A test curl 
made on one lock of hair preliminary to the operation will 
sometimes spare both operator and subject the distress of failure. 
It is not an uncommon experience for the woman who has been 
told that some mysterious constitutional disease or condition 
prevents her hair from taking the curl to get a perfect result 
by employing another, more expert, hairdresser. 


TRAUMA AND REGIONAL ILEITIS 
To the Editor:—Will you discuss the possible relationship between 
so-called terminal ileitis and trauma? References to the ileitis syndrome 
would be appreciated. M.D., New York. 


ANSWER.—Although most of the many articles which are now 
appearing on so-called terminal or regional ileitis make no men- 
tion of trauma as an etiologic factor, Mock (Infective Granu- 
lomata, Surg., Gynec. & Obst. §2:672 [March] 1931) mentions 
trauma as one of the factors in production of infective granu- 
lomas. He refers more particularly, however, to inflammations 
following the presence of foreign material such as mass ligation 
with silk, sponges left in the intra-abdominal cavity, and similar 
conditions. While all authors regard the etiology of regional 
ileitis as obscure, it is generally agreed that the process is of 
some unknown bacterial or virus origin. An excellent bibliog- 
raphy including over 100 articles is to be found at the end of 
a paper by Maxwell Lick on “Regional Ileitis” (Surg., Gynec. 
& Obst. 66:340 [April] 1938). 


ONSET AND DURATION OF SYMPTOMS FROM 
FOOD ALLERGY 
To the Editor:—In a case of vasomotor rhinitis in which certain foods 
are the proved cause (such as potato and wheat), approximately how 
long might the interval be between eating the food and the onset of the 
attack? Approximately how long might symptoms continue to appear 
or be present from a single attack-producing amount of the allergen? 
M.D., Washington, D. C. 


ANSWER.—Foods such as potatoes and wheat which cause 
vasomotor rhinitis usually act within a period of time varying 
from one-half hour to three or four hours, In extremely sen- 
sitive persons symptoms may occur almost immediately after 
ingestion; on the other hand, in less sensitive persons the 
symptoms may not occur until twenty-four hours after eating. 
Certainly twenty-four hours would be the late limit in almost 
every case. The duration of symptoms will vary from a few 
minutes to perhaps as long as three or four days or even 
longer in occasiona! instances. 


REDUCED FECUNDITY IN RADIO WORKERS 
To the Editor :—A 33 year old radio engineer whose work keeps him in 
close contact with radio transformers complains of sterility. His sperm 
count is found diminished, with a large preponderance of dead sperm. 
He states that those in this work are of a reduced fecundity, which factor 
is common knowledge to them. Is this true? Can you refer me to 
articles on this subject? M.D., Alabama. 


ANSWER.—Although the x-rays will at times cause sterility, 
there is no evidence that workers in radio machines are ever 
affected in this fashion. There are no cases on record and no 
articles on the subject. 
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Medical Examinations and Licensure 


EXAMINATION 


COMING EXAMINATIONS 
STATE AND TERRITORIAL BOARDS 


Examinations of state and territorial boards were published in THE 
Journat, February 18, page 664. 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL Boarp or Mepicat Examiners: Parts I and II. Medical 
centers having five or more candidates desiring to take — 
May 1-2 (Part II only—limited to a few centers), June and Sept. 
11-13. Ex. Sec., Mr. Everett S. Elwood, 225 S. 15th Seect, *Philndelohes 


SPECIAL BOARDS 

AMERICAN Boarp OF ANESTHESIOLOGY: An Affiliate of the American 
Board of Surgery. Written examination will be held at various places 
throughout tke United States Sept. 9. Oral examinations for all can- 
didates, St. Louis, May 13-14. Applications must led not later 
than sixty a prior to the date of the examinations. Sec., Dr. Paul M. 
Wood, Ave., New York. 

AMERICAN Senin OF DERMATOLOGY AND SypHILOLOGy: Philadelphia, 
Oct. 30-Nov. 1. Sec., Dr. C. Guy Lane, 416 Marlboro St., Boston. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Various parts of 
the United States, Oct. 16. Applications must be received by Aug. 20. 
Oral, New Orleans, March and St. Louis, May. Sec., Dr. William S. 
Middleton, 1301 University Ave., Madison, Wis. 

AMERICAN Board OF OBSTETRICS AND GyNeEcoLoGy: General oral, 
clinical and pathological examinations for all candidates, Part II examina- 
tions (Groups A and B) will be held in St. Louis, May — Ae gy oA 
tion for admission to Soete A examinations must be in the 
Secretary’s office by March 15. Sec., Dr. Paul Titus, 1015 Highland 
Bldg., Pittsburgh (6). 

AMERICAN BOARD OF OPHTHALMOLOGY: 
throughout the country, March 15 and Aug. 5. 
and Chicago, Oct. 7 
St. Louis. 

AMERICAN Boarp OF ORTHOPAEDIC SurGery: St. Louis, 
Applications must be filed with the Secretary on or before April 1. 
Dr. Fremont A. Chandler, 6 N. Michigan Ave., Chicago. 

AMERICAN Boarp OF OTOLARYNGOLOGY: St. Louis, May 12-13 and 
Chicago, Oct. 6-7. Sec., Dr. W. P. Wherry, 1500 Medical Arts Bldg., 

aha. 


AMERICAN Boarp oF PatnoLtocy: Richmond, Va., April 3-4. Sec., 

r. F. W. Hartman, Henry Ford Hospital, Detroit. 

AMERICAN Boarp oF Pepiatrics: Cincinnati, Nov. 15. Appointments 
must be made before July 15. Sec., Dr. C. A. Aldrich, 723 Elm St., 
Winnetka, II. 

American Boarp oF Psycuiatry AND NeEvuROLOGY: Chicago, May 13. 

Dr. Walter Freeman, 1028 Connecticut Ave. N.W., Washington, 
Sec., Dr. 


Written. Various cities 
Oral. St. Louis, May 15 
Sec., Dr. John Green, 6830 Waterman Ave., 


May. 
Sec., 


D. C. 
American Boarp or Rapio.tocy: St. Louis, May 11-14. 
Byrl R. Kirklin, 102-110 Second Ave. S.W., Rochester, Minn. 
AMERICAN BoARD OF SurRGERY: Part I. Simultaneously in various 
centers throughout the United ieee. Avril 3. Part II. New York, May 
8 and May 9. Sec., Dr. J. Stewart Rodman, 225 S. 15th St., “Philadelphia. 
AMERICAN Boar RD OF UROLOGY White Sulphur Springs, W. Va. 
May 26-28. Sec., Dr. Gilbert J.. “Thomas, 1009 Nicollet Ave., Minneapolis. 


Georgia Reciprocity and Endorsement Report 
Mr. R. C. Coleman, joint secretary, State Examining Boards, 
reports six physicians licensed by reciprocity and one physician 
licensed by endorsement from Oct. 19 through Dec. 5, 1938. 
The following schools were represented: 


School LICENSED BY RECIPROCITY 
University of Minnesota Medical School............. (1932) Minnesota 
University of Tennessee College of Medicine.........- (1931) Tennessee 
Vanderbilt University School of Medicine............. (1937) Tennessee 
University of Texas School of Medicine............. (1935) Texas 

School LICENSED BY ENDORSEMENT 
Tufts College Medical School..............00000eeee (1934)N. B. M. Ex. 


Minnesota October Report 

Dr. Julian F. Du Bois, secretary, Minnesota State Board of 
Medical Examiners, reports the oral, written and practical 
examination held at Minneapolis, Oct. 18-20, 1938. The exami- 
nation covered twelve subjects and included sixty questions. An 
average of 75 per cent was required to pass. Fifty candidates 
were examined, forty-nine of whom passed and one failed. Five 
physicians were licensed by reciprocity and four physicians were 
licensed by endorsement. The following schools were repre- 


sented : 
ear er 
School Grad Cent 
Stanford University School of ci (1937) 91.3 
Loyola University School of Medicine................ (1938) 85.4 
Northwestern Univ. Medical School. (1937) 89.2, (1938) 88.1, 88.1, 91.2 


School of Medicine of the Division of gti Sciences He 88.5 
Indiana University School of Medicine................ (19 86.3 
State Univ. of Iowa College of Medicine. . (1932) 90.6, (1937) 86.2 


AND LICENSURE 


Harvard University Medical School.................. (1935) 89.4 
University of Minnesota Medical School.............. (1934) 87.3, 
(1937) 88, 88.1,* (1938) 82.2, 86.2, 
86.3, 86.3,* 86.5,* &7.1,* 87.4, 87.6 
University of Nebraska College of Medicine 71938) 87.3, (1937) 89.6 
Cornell University Medical College..............000005 (1936 87.5 
University of Cincinnati College of Medicine cinceee ows 1938) 83.4* 
University of Oklahoma School of Medicine............ (1936) 87.4 
University of Oregon Medical School..............+-. (1936) 89.1 
Jefferson Medical College of Philadelphia............. eee 93 
University of Pennsylvania School of Medicine........ (19 84.4, 88.5 
Baylor University College of Medicine. ..... (1928) 84, (1986) 88.5 
University of Texas School of Medicine. ..........+++ (19 85.2 
Marquette University School of Medicine.............. 1938) 88.4 
University of Manitoba Faculty of Medicine........... (1937) 86 
ueen’s University Faculty of Medicine............... (1926) 88.4 
University of Toronto Faculty of (1937) 90.6 
eGill University Faculty of Medicine..........-.... (1936) 87.2, 88 
University of Montreal Faculty of Medicine ore (1936) 89.2 
Year 
University of Minnesota Medical School. (1938) 
School LICENSED BY RECIPROCITY 
State University of Iowa College of Medicine........ (1933) Iowa 
Harvard University Medical School................. (1933) Maryland 
Long Island College of Medicine..................0. (1933) New York 
Marquette University School of Medicine............ (1937) Wisconsin 
University of Wisconsin Medical School............ (1937) Wisconsin 
School LICENSED BY ENDORSEMENT 
Northwestern University Medical School............. (1936)N. B. M. Ex. 
University of Minnesota Medical School...... (1937), (1938)N. B. M. Ex. 
Cornell University Medical College.................. (1935) N. B. M. Ex. 


* This applicant has received the M.B. degree and will receive the 
M.D. degree on completion of internship. 


Nevada November Report 
Dr. John E. Worden, secretary, Nevada State Board of Medi- 
cal Examiners, reports the written examination held at Carson 
City, Nov. 7, 1938. The examination covered twelve subjects 
and included ninety-seven questions. An average of 75 per cent 
was required to pass. Two candidates were examined, both of 
whom passed. Three physicians were licensed by reciprocity. 


The following schools were represented : ‘ 
Year Per 
School Grad. Cent 
College of Medical Evangelists..................0.005 (1938) 85.7 
Northwestern University Medical School.............. (1937) 86.8 
School LICENSED BY RECIPROCITY at aad 
Keokuk Medical College, Iowa.............2..0.05- (1903) lowa 
Creighton University School of Medicine............ (1936) Kansas 
University of Nebraska College of Medicine.......... (1932) Nebraska 


Kansas December Report 

Dr. J. F. Hassig, secretary, Kansas State Board of Medical 
Registration and Examination, reports the written examination 
held at Topeka, Dec. 13-14, 1938. The examination covered ten 
subjects and included 100 questions. An average of 75 per cent 
was required to pass. Eleven candidates were examined, ten 
of whom passed and one failed. Fifteen physicians were licensed 
by reciprocity. The following schools were represented: 


Year Per 
School PASSED Grad. Cent 
College of Medical Evangelists ...............e000005 (1938) 84.5 
Harvard University Medical School................... (1937) 88.7 
University of Minnesota Medical School............... (1935) 80, 
(1937) 78.9, (1938) 83, 84.2 
Univ. of Oklahoma School of Medicine. ...(1937) 81.6, (1838 80.8 
Columbia Univ. College of Physicians and Surgeons... . (1936) 82.6 
University of Oregon Medical School.................. 3 936) 84.4 
Year Per 
School Grad. Cent 
Creighton University School of Medicine............... (1937) 72.4 
School LICENSED BY RECIPROCITY 
University of Georgia School of Medicine............ (1936) Georgia 
Loyola University School of Medicine................ (1916) Illinois 
University of Illinois College of Medicine............ (1937) Illinois 
University of Kansas School of Medicine............ (1932) Missouri 
University of Michigan Medical School... ........... (1929) Missouri 
University of Minnesota Medical School.............. (1936) California 
St. Louis University School of Medicine..... (1934), (1937) Missouri 
Washington University School of Medicine......... (1937, 2) issouri 
University of Nebraska College of Medicine........... a 928) Tennessee, 
(1936), (1937) Nebraska 
Long Island College a Nebraska 
University of Oklahoma School of Medicine.......... (1936) Oklahoma 
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Book Notices 


Human Pathology: A Textbook. By Howard T. Karsner, M.D., Pro- 
fessor of Pathology, Western Reserve University, Cleveland, Ohio. With 
an introduction by Simon Flexner, M.D. Fifth edition. Cloth. Price, 
$10. Pp. 1,013, with 461 illustrations. Philadelphia & London: J. B 
Lippincott Company, 1938. 

The object of a textbook of any scientific subject is to provide 
for the initiate a logical and understandable guide which will 
enable him (1) to acquire the fundamental principles, (2) to 
orient the different yet related phases of the subject material, 
(3) to incorporate all such information into the sum total of a 
fruitful knowledge and (4) to instil the spirit of response to the 
challenge in the search for new and as yet unknown truths. 
Such a concept of purpose is especially applicable to the com- 
prehensive subject of pathology. 

Textbooks in pathology are written from the point of view 
of the generalizations of disease as applied to the various sys- 
tems and organs (general pathology), from the point of view 
of the specific considerations of the morbid anatomy of the 
various organs and systems (organ or system pathology), or 
with a combination of these two considerations. The latter is 
the arrangement in this textbook. 

The average writer of the modern textbook in pathology is 
undoubtedly motivated by a desire to present. the subject clearly, 
logically and comprehensively, yet sufficiently concise to enable 
the struggling student sufficient time to meet the exacting 
demands of other instructors in a rapidly advancing “cirrhotic” 
curriculum conspiracy. To meet this situation certain textbooks 
abound in attractive, often dogmatic, brevity. The author levels 
off his competency to a stratum of knowledge too incomplete 
to be beneficial to either the student, author or subject. In his 
preface Dr. Karsner admirably points out that “the doctrine of 
purpose should not be permitted to smooth too easily the paths 
of learning, especially if it entails a critical analysis of cause 
and effect.” 

There are three preeminent qualities in Karsner’s textbook: 
(1) pertinent outlines of each subject, (2) vivid and scholarly 
discussions and (3) excellent and often inclusive bibliographies 
following the exposition of each major dissertation. To the 
teacher it affords a stimulus to a better pedagogy; for the 
student it provides a modus operandi for the epitomizing, orient- 
ing and retaining of the maze of facts and theories of the con- 
tinuously growing science of disease. One cannot emphasize too 
much the helpful assistance that such a textbook in pathology 
gives to the student not only while he is taking the course but 
later when he begins to apply his knowledge of pathology to 
the recognition of disease in his patients and the alleviation of 
human suffering. Such practical application is made possible on 
the basis of a better understanding of the altered anatomy and 
physiology induced by the various etiologic agents of disease. 

The book is amply illustrated if supported by the usual demon- 
strations available in the lecture room and laboratory. More 
complete illustrations would undoubtedly enhance its value in 
keeping alive for the physician the impressions of disease he 
acquired as a student. Realizing that illustrations are costly 
and that students are usually poor, the writer is nevertheless 
impressed with the soundness of the economic principle of pay- 
ing well for a complete portrayal in words and illustration 
afforded by a good textbook of pathology or any other science, 
especially when such books may be made to serve as the personal 
and “cherished guides” of scientific knowledge throughout the 
life of the student and physician. 

Karsner’s Human Pathology continues to maintain an enviable 
position among the excellent American textbooks on this subject. 


The Practice of Medicine. By Jonathan Campbell Meakins, M.D., LL.D., 
Professor of Medicine and Director of the Department of Medicine, McGill 
University, Montreal, Quebec. Second edition. Cloth. Price, $12.50. Pp. 
1,413, with 521 illustrations. St. Louis: C. V. Mosby Company, 1938. 

The first edition of this work appeared in 1936. In his preface 
the author emphasizes the necessity for individualization of 
patients, particularly in the control of infectious diseases, indicat- 
ing that every patient is an experimental problem to the scientific 
physician. The feature of the Meakins work is the extensive 
illustration. Whereas some may criticize, the medical student 
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will find this feature most commendable. It may be said of the 
illustrations that they have been most carefully chosen and all 
of them actually illustrate. 

In the preparation of the new edition there have been exten- 
sive revisions of many of the sections in which new information 
has been developed. The opening chapters are for the average 
student a fine philosophic approach to the practice of medicine. 
This volume, which is in outline form, is ideal for the medical 
student. 

The section on vitamins unfortunately is altogether inadequate. 
Thus it is stated that there are now recognized five vitamins, 
which hardly gives an adequate picture of the situation. The 
consideration of migraine occupies some thirty lines. This is 
inadequate, since it fails to reveal many of the etiologic factors 
commonly discussed in other works. The treatment offered is 
apparently wholly empirical. Obviously, this great work suffers 
from the same difficulties of other works of similar scope, namely 
the unevenness of the treatment of various subjects. However, 
on the whole the volume compares quite favorably with other 
works in this field. 

If there is any single criticism which should be made against 
this volume, it is of carelessness in editing, which might easily 
be controlled by more meticulous attention. For example: 

This Utopia has not yet arrived, but in the meantime we must do the 

best we may. 

The generally accepted facies 

deep reddish color. 

Pneumothorax not the result of trauma is most frequently due to pul- 

monary tuberculosis, and spontaneous pneumothorax due to such 
may occur without any obvious parenchymatous pulmonary lesion. 

It has already been described how the internal carotid and the vertebral 

arteries form the circle of Willis. 

In treatment, the author refers frequently to pharmaceutic 
preparations that are little used in the United States but which 
have sale in Canada. 


of mitral disease are characterized by a 


Abortive Poliomyelitis: Rein abortive und nicht-paretische Formen der 
Heine-Medin’schen Krankheit. Von Dr. med. Otto Gsell, Chefarzt der 
medizinischen Abteilung am Kantonsspital, St. Gallen (Schweiz). Boards. 
Price, 6.70 marks. Pp. 94, with 13 illustrations. Leipzig: Georg Thieme, 
1938. 

This short monograph on abortive poliomyelitis is a valuable 
contribution to the subject. Although the author presents a 
brief review, his remarks are quite pertinent. He begins with 
a short historical outline of the subject and discusses in a sys- 
tematic manner the epidemiology, the clinical appearances in the 
various types of abortive poliomyelitis, the pathologic changes, 
the differential diagnosis, prognosis and prophylaxis, and the 
therapy of this disease. It is of interest to note the many refer- 
ences to American contributions to this subject. The author 
states that the first report on the abortive type of poliomyelitis 
was made in 1894 by Caverly, who discussed the epidemic in 
the Otter Creek Valley in Vermont. Subsequent contributions 
were made by writers from Norway, Sweden, Germany and 
Switzerland. In the epidemiology of this disease the author 
discusses local epidemics in various countries, particularly 
Germany and Switzerland. Later the larger epidemics are 
reviewed and toward the end of this chapter a detailed dis- 
cussion of epidemics of abortive poliomyelitis that occurred in 
the Jungfrau district in Switzerland. In this section the larger 
epidemics in Denmark and California in 1934 and in Sweden 
in 1936 are discussed in some detail. In the discussion of experi- 
mental and immunobiologic observations in abortive poliomyelitis 
the author refers to the work of Flexner and his associates 
among others. The clinical forms of this test are classified by 
the author as: (a) The nonparalytic form of poliomyelitis, 
which includes the poliomyelitic form of serous meningitis, the 
neuritic form and the encephalitis form. In this group the 
author emphasizes particularly the “spine” sign, which is pain 
over the region of the vertebrae and stiffness of the neck; the 
Laségue sign, which is similar to the Brudzinski; headache, 
characteristic facies of poliomyelitis, obstipation, fever and lastly 
spinal fluid changes, which may vary from an increase in neu- 
trophils in the spinal fluid the first few days of the disease and 
later present a predominance of mononuclear cells. The spinal 
fluid is not very characteristic in the abortive type of poliomye- 
litis. (b) The pure abortive type of poliomyelitis. The author 


discusses the similarity to various other diseases, such as bac- 
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ogy of this condition, there is grossly a cloudy swelling of the 
heart, liver and kidneys, and the blood vessels of the brain are 
engorged. Under differential diagnosis the author discusses such 
conditions as meningococcic meningitis, tuberculous meningitis, 
the meningitis associated in croupous pneumonia, Weil's disease, 
acute syphilitic meningitis, and meningitis due to virus diseases. 
Although the book is brief, it is highly recommended to all 
physicians. 

Medical Information for Social Workers. Edited by William Matthew 
Champion, A.B., M.D. With the assistance of the contributors from the 
Faculty of Western Reserve University School of Medicine, Cleveland, 
Ohio. Cloth. Price, $4. Pp. 529, with 26 illustrations. Baltimore: 
William Wood & Company, 1938. 

Nine physicians from the faculty of the Western Reserve 
University School of Medicine have aided the author in pre- 
paring an outline of medical information for the use of social 
workers. The book is not expected to teach social workers how 
to recognize diseases, how to estimate the physical capacity of 
the patient to work or how to apply remedies. It is hoped 
merely by its use to aid the social worker in serving more 
efficiently as a liaison officer between doctor and patient. Since 
statistics seem to show that the majority of failure to secure 
adequate medical care seems to arise in our present times not 
so much from poverty as from ignorance, the social worker has 
a vital place in bringing the patient into contact with the avail- 
able medical care. The social worker may be called on to make 
the decision for the patient as to when the home shall be left 
for the hospital or the sanatorium. The chapters on the selection 
of a physician and on the history of medicine are followed by 
individual chapters giving fundamental facts regarding various 
forms of disease. The book concludes with outlines for examina- 
tions and with an excellent bibliographic supplement. 


Histological Technique for Normal Tissues, Morbid Changes and the 
Identification of Parasites. By H. M. Carleton, M.A., B.Sc., D.Phil., 
University Lecturer in Histology, Oxford, and E. H. Leach, M.A., B.Sc., 
Demonstrator in Histology, Oxford. Chapters VI and VII in collaboration 
with Frederic Haynes, M.A. Second edition. Cloth. Price, $7.25. Pp. 
383, with 18 illustrations. London, New York & Toronto: Oxford Uni- 
versity Press, 1938. 

“The worker in biology or medicine must be an Aphrodite, 
quick to transform the cold ivory of Pygmalion’s technical result 
into the glow of the living cell.” So enlightened an attitude 
leads the reader to expect much and he is not disappointed. The 
point of view and the consistent effort to rationalize the histo- 
logic procedures is a unique character of the book. It is written 
primarily for students and technicians and does not aim to be 
encyclopedic. The authors and their associates have had per- 
sonal experience with all the methods described and as a result 
many details are included which often spell the difference 
between success and failure. The fundamental differences 
between histologic and cytologic procedure are stressed but there 
is not much intimation of the gulf that lies between a microtome 
knife that will cut satisfactory 10 micron sections and one that 
will give good 4 micron sections. This is especially true of 
celloidin work. One would hardly suspect from the rather 
summary treatment of this procedure that many histologists 
insist it is vastly superior to all others, even for serial sections. 
The work is divided into five parts. Parts I and II deal with 
general principles and type methods. The general discussion 
of the cell and the chapter on the theory of staining are perforce 
brief and simple but unnecessarily dogmatic in view of the many 
controversial issues involved. Part III describes the principles 
and practice of dark field study, certain microchemical and injec- 
tion methods and the staining of fresh tissue. Attention may 
be called to an error on page 191. R. R. Bensley was the first 
to show that the “mitochondria” of Benda are specifically stained 
supravitally by janus green. Part IV gives special histologic 
and cytologic methods for various cells, organs and tissues and 
comprises the bulk of the book. Numerous changes have been 
made in this edition. Important new methods that have been 
added are the Feulgen nucleal reaction, which replaces all stain- 
ing methods for chromatin, the brilliant differential staining 
methods of Masson, the gallocyanin technic for Nissl substance, 
and the newer dioxan and double embedding procedures. Part V 
details various special methods used in pathology, bacteriology 
and parasitology. Chiefly by economizing on ems, considerable 
new material has been added and the total number of pages has 
been reduced as compared to the first edition. 
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Medicine in Modern Society. By David Riesman. Cloth. Price, $2.50. 
Pp. 226. Princeton, New Jersey: Princeton University Press; London : 
Oxford University Press, 1938. 

The author has collected a number of essays in a volume 
published under a grant from the Louis Clark Vanuxem Foun- 
dation. The book includes a brief account of medical progress 
with philosophic reflections. Especially interesting are the 
chapters on medical education, those on the neuroses and the 
concluding chapters, in which the author expresses his concept 
of the future of medicine. If one wished to be hypercritical, one 
could easily point out the discrepancies in thought between the 
chapters on medical education, on medicine as a career and on 
medical ethics with the conclusions presented in the chapters on 
the social outlook in medicine. Yet one does not wish the 
author to be scientific in his leisurely contemplation of medical 
sociology and medical economics. He approaches the field as 
an amateur and it is interesting to have him present his own 
point of view, which does not seem to be very distinct or con- 
crete. If there is any one point which Dr. Riesman’s essays 
reveal, it is the fact that his personality is of the compassionate, 
reflective, humanitarian type that makes good physicians but 
sometimes exceedingly inefficient businessmen, organizers or 
politicians. 


Manual of Veterinary Bacteriology. By Raymond A. Kelser, D.V.M., 
A.M., Ph.D., Lieut. Colonel, Veterinary Corps, United States Army. 
Third edition. Cloth. Price, $6. Pp. 640, with 93 illustrations. Balti- 
more: Williams & Wilkins Company, 1938. 

The first edition was published in 1927 and contained 525 pages 
and eighty-seven illustrations ; a second edition appeared in 1933 
and contained 552 pages and ninety-three illustrations. The 
author states in his preface that the need for a third edition at 
this time is due to the place the work has found in the libraries 
and laboratories of those interested in the bacteriology of dis- 
eases of the lower animals and especially to its adoption by 
numerous colleges and universities as a textbook for use in 
the teaching of veterinary bacteriology. Much new material is 
introduced in the various sections, and the chapters and subject 
material have the same orderly and systematic arrangement as 
in previous editions. The classification of bacteria as developed 
by Bergey has been continued. Chapters on protozoa and 
hematology are again included. Kelser’s Manual of Veterinary 
Bacteriology is the foremost work in the field of veterinary 
bacteriology and no doubt will maintain its prestige as an 
authoritative and comprehensive reference work of value. It 
should also continue its popularity as a textbook among veteri- 
nary students and others interested in animal diseases. The 
book should likewise prove a valuable help to medical men and 
general laboratory investigators, as many animal diseases also 
affect man. In the latter group may be mentioned actinomycosis, 
anthrax, botulism, avian and bovine tuberculosis, tetanus, rabies, 
tularemia, psittacosis of parrots, various pathogenic iungi, influ- 
enza, brucella infections causing undulant fever in man, and 
equine encephalomyelitis. The subject of equine encephalomyelitis 
is of special significance now that this disease has been definitely 
linked with human encephalitis. The chapters on bacterial varia- 
tion and filtrable viruses are entirely new and contain much of 
the new knowledge that has come to light in the five years since 
the publication of the previous edition. 


Refraction of the Eye. By Alfred Cowan, M.D., Associate Professor of 
Ophthalmology, Graduate School of Medicine, University of Pennsylvania, 
Philadelphia. Cloth. Price, $4.75. Pp. 319, with 175 illustrations, includ- 
ing 3 colored plates. Philadelphia: Lea & Febiger, 1938. 

The first thirteen chapters, 167 pages, are devoted to physio- 
logic optics, given in somewhat less detail than the author’s book 
on Ophthalmic Optics published by the F. A. Davis Company 
in 1927. Chapter 14 is on the lens changes in accommodation, 
method of determining the accommodative power of the eye, 
presbyopia and its symptoms and cycloplegics and their uses. 
He states on pages 181-182 that atropine used in the conjunctival 
sac reaches its maximum cycloplegic effect in two hours. If 
this were true why should it be used for “a day or two before 
refractions”? He also states on page 183 that homatropine 
hydrobromide is “an efficient and adequate cycloplegic.” Two 
sentences later he says “It is unsatisfactory in children. . . .” 
He further states on page 184 of cycloplegics that “they are 
unnecessary in older presbyopes.” With this dogmatic state- 
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ment we must take issue. On page 185 he states of ametropia 
that “the tendency is usually toward a too great growth of the 
eyeball—hypermetropia toward emmetropia, emmetropia toward 
myopia and myopia increasing.” This is an old belief based on 
studies with incomplete cycloplegia. Recent investigations 
showed that hyperopia increases and myopia may remain station- 
ary. On page 199 the author states that “axial 
never reaches to such high degrees as myopia, even 5 D. 
uncommon and 8 to 9 D. is rare.” With complete irtnilitalie, 
from 8 to 9 diopters is common and even 10 to 12 diopters is 
not rare. On page 200, “Hypermetropia is said to develop some- 
times in diabetes.” This is merely a latent hyperopia become 
manifest. In chapter 17 are given a brief description of instru- 
ments and lenses used in refraction, the theory of retinoscopy 
and the various methods for objective and subjective refraction. 
Chapter 18 is devoted to routine procedure in the conduct of 
the examination and writing the prescription for glasses as well 
as remarks on bifocal lenses. The final chapter deals with con- 
tact glasses and telescopic spectacles. The book is well illus- 
trated and will be useful to beginners in refraction but would 
be vastly more useful if greater space were used to cite case 
histories and examples of the various types of refractive errors 
and what to prescribe for each. 
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Hospitals: Liability for Negligence of Physician 
Whose Services Are Provided by the Hospital.—The 
defendant was a charitable institution maintaining a school and 
a hospital. In 1928, the plaintiff underwent a tonsillectomy at 
the defendant’s free clinic, the operation being performed by a 
physician assigned to the case by the defendant. Alleging that 
the hospital was negligent because, without knowledge of the 
physician's fitness or ability to perform the operation, and with- 
out making a proper and adequate examination to determine his 
competency, it permitted him to operate and to subject the 
plaintiff to careless and unprofessional treatment, the plaintiff 
sued the hospital. The action was commenced in 1931, more 
than two and less than three years after the operation. The 
trial court dismissed the complaint on the ground that the acts 
which were the foundation of the action constituted malpractice 
and that therefore the two year statute of limitation applicable 
to malpractice actions barred the action. The plaintiff appealed 
to the supreme court of New York, appellate division, second 
department. 

In the opinion of the appellate court, the act which formed 
the basis of the action was not the malpractice of the physician 
but the defendant's negligence in selecting him when it knew 
or should have known that he was not qualified to perform the 
operation. That was the charge made against the hospital both 
by the allegations of the complaint and by thé terms of the 
stipulation entered into between the parties. The defendant 
may be held liable only for its negligence in selecting the physi- 
cian, the court pointed out, not for the latter’s negligence or 
malpractice in performing the operation. In other words, a 
charitable institution which makes a physician available for the 
patient’s use is not liable for malpractice. It is in no sense an 
employer or principal. 

If the allegations of the complaint be established, the court 
said, the negligence of the hospital in selecting the physician 
and the malpractice of the physician in performing the operation 
were concurrent causes in producing a single wrong or injury 
to the plaintiff, for which she may recover against the hospital. 
The fact that the plaintiff suffered a single wrong or injury 
to her person, while it may authorize only one recovery, does not 
necessarily give rise to a single cause of action. It may give 
rise to several causes of action. Here the origin and nature of 
the wrong alleged gave rise to two causes of action: one against 
the physician for malpractice and one against the hospital for 
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its negligence in selecting him. The former is governed by the 
two-year statute of limitation and the latter by the three-year 
statute. 

The order of the trial court in dismissing the complaint was 
therefore reversed and the case remitted for further proceedings. 
—Roewekamp v. New York Post Graduate Medical School and 
Hospital (N. Y.), 4 N. Y. S. (2d) 751. 


Medical Practice Acts: Proof that Person Treated Has 
a Disease Unnecessary.—The appellant was convicted of prac- 
ticing medicine without a license and appealed to the court of 
appeals of Alabama. 

The appellant had no license to practice medicine. A witness 
for the state testified that in April 1937 she was sick and under 
the care of a physician. The appellant came to her home and 
told the witness that she was just throwing away money by 
continuing treatment under the physician and that he, the appel- 
lant, could take the case. He gave her medicine and wrote 
several prescriptions for her, which the witness’ husband had 
filled at a drugstore. The appellant was paid a fee of $25 for 
his services which apparently extended over a period of a week. 
All this testimony was corroborated by the patient’s husband. 
The appellant categorically denied the evidence presented by the 
state. 

The medical practice act of Alabama declares it to be unlaw- 
ful for any person to treat or offer to treat “diseases of human 
beings” without having obtained a certificate of qualification 
from the state board of medical examiners. On appeal, the 
principal contention urged by the appellant was that the state 
had failed to prove that the person alleged to have been treated 
was suffering from a disease, citing the case of Frazier v. State, 
19 Ala. App. 322, 97 So. 251. But, said the court, the case 
cited was no authority for the appellant's contention, for in it 
the court said: 

We are not, however, of the opinion that, in a prosecution under this 
statute [the medical practice act], the state must either allege or prove 
that the person treated in fact had a disease. The statute reads: 
“Any person who treats, or offers to treat diseases of human beings in 
this state by any system of treatment, whatsoever,” etc. Acts 1915, 
p. 661. Whether the person receiving the treatment, or offered to be 
treated, has a disease or not, does not relieve one treating, or 
offering to treat, from criminality. The fact that one claiming to be 
able to treat diseases of the human body offers to treat a person for a 
disease which that person did not have would be the worst kind of 
“quackery,” and was one of the things aimed at by the statute. 
Again, if it should be held that the person offered to be treated must, in 
fact, be affected by the disease offered to be treated, each case would 
present a case for the highest and most technical investigation, involving 
diagnoses and other questions of pathology and scientific medicine. Such, 
certainly, was never in the minds of the Legislature. 


Furthermore, the person alleged to have been treated testified 
that she was sick when the appellant came to her home and the 
terms sick, sickness or disease, the court pointed out, are used 
interchangeably, and are of practically the same import. 

The court could find no reversible error in the record and 
therefore affirmed the judgment of conviction—McAllister v. 
State (Ala.), 181 So. 511. 
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Alabama, Medicab Association of the State of, 18-20. 
Dr. D. nnon, 519 Dexter Ave., Montgomery, Secr 

American Association of Anatomists, Boston, Apr. 6-8. Dr. id Clark, 
University of Pennsylvania School of Medicine, Philadelphia, i 

American Association of Pathologists and Bacteriologists, Richmond, Va., 


Sor. 5. Dr. Howard T. Karsner, 2085 Adelbert Rd., Cleveland, 

ecretary. 

American College of Physicians, New Orleans, March 27-31. Mr. E. R. 
Loveland, 4200 Pine St., Philadelphia, Executive Secretary. 

American Society of " kenaoihaalane. New York, Apr. 14. Dr. Paul M. 
Wood, 131 Riverside Drive, New York, Secretary. 

Arizona State Medical Association, Phoenix, Apr. 13-15. Dr. D. F. 


Harbridge, 15 East Monroe St., Phoenix, Secretary. 

Missouri State Medical Association, Excelsior Springs, am. 10-12. Dr. 
E. win, 634 North Grand Blvd., St. Louis, Secretary. 

Pacific San Fra ancisco, Oakland, Del Monte, 
March n Bell, University of California Hospital, 
San 


Southeastern Surgical Congress, Atlanta, Ga., Mar. 6-8. Dr. B. T. 
Beasley, 701 Hurt Bldg., Atlanta, Ga., Secre etary. 
Tennessee State Medical Association, Jack Apr. 11-13. Dr. H. H. 


Shoulders, 706 Church St., Nashville, 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1928 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but may be supplied on purchase 
order. Reprints as a rule are the property of authors and can be 
obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Cancer, New York 
34: 333-500 (Nov.) 1938 
Structural Development in Gliomas. H. J. Scherer, Antwerp, Belgium. 
333. 


—p. 

Histologic Observations on Anterior Pituitaries of Old Rats, with Par- 
ticular Reference to the Spontaneous Appearance of Pituitary 
Adenomas. J. M. Wolfe, W. R. Bryan and A. W. Wright, Albany, 
N. Y.—p. 352. 

The Mode of Action of Methylcholanthrene on Cultures of Normal 
Tissues. W. R. Earle and C. Voegtlin, Washington, D. C.—p. 373. 
Lung Tumor Development in a Resistant Strain of Mice Subjected to 
Inhalation of Soot. M. G. Seelig and E. L. Benignus, St. Louis.— 

p. 391. 

Transplantable Lymphosarcoma in Mice. Margaret Reed Lewis.—p. 
399. 

Increased Susceptibility of Rabbits to Brown-Pearce Epithelioma 
Induced by Estrogens in Human Pregnancy Urine. Mu, 
Peiping, China.—p. 407. 

Growth Processes Induced by Estrogenic Hormones in the Uterus of 
the Mouse. L. Loeb, V. Suntzeff and E. L. Burns, St. Louis.—p. 
413. 


Some Experiments with Cysteine Hydrochloride in Treatments of Ani- 
mal Tumors. J. L. Carr, C. L. Connor and L. L. Ginzton, Berkeley, 
Calif.—p. 428. 

Inertness of Sulfanilamide in Relation to Tumors in Mice. 
Reed Lewis.—p. 431. 

Genetic Segregation Mammary Cancer to oF Mammary Cancer, in the 

ouse, . S. Murray, New York.—p. 

Biologic Method for Freeing Walker > Pras No, 256 from Contami- 
nating Bacteria. R. E. Gardner and R. R. Hyde, Baltimore.—p. 442. 

Biology of Carcinoma in the Cervix Uteri. J. E. Davis, Detroit.—p. 446. 


American Journal of Diseases of Children, Chicago 
57: 1-244 (Jan.) 1939 


*Gonorrheal Vaginitis in Girls Treated with Estrone (Theelin), Fever and 
Sulfanilamide. C. M. Burpee, M. Robinow and J. T. Leslie, Augusta, 
Ga.—p. 1. 

Circulatory Function in the Anemias of Children: I. Effect of Anemia 
on Exercise Tolerance and Vital Capacity. C. = Parsons, Birmingham, 
England, and F. H. Wright, New York.—p. 

Basal Metabolic Rate in Children with fo Rasad Bodily Dimensions. 
M. de Bruin, Amsterdam, Netherlands.—p. 29. 

Dental Defects in Congenital Syphilis. B. G. Anderson, New Haven, 

52. 


Margaret 


Arterial Oxygen egy and Effect of Oxygen Therapy in Pulmonary 
Diseases. J. H. P. Jonxis, Groningen, Netherlands.—p. 58. 

*Time and Stage in Development at Which Factors ea to Produce 

Mongolism. W. E. Southwick, Thiells, N. Y.—p. 

Disturbances of Rotation of the Intestinal Tract: Clinical Picture Based 
on Observations in Twenty Cases. R. McIntosh and E. J. Donovan, 
New York.—p. 116. 

Theelin, Fever and Sulfanilamide for Gonorrheal 
Vaginitis. — During the last three years Burpee and _ his 
co-workers have had under their observation 112 cases of 
gonorrheal vaginitis in young girls. In the majority of the 
girls the infection was probably acquired from an adult in 
their homes. Complications were common. Apparent cures 
following the intramuscular injection of theelin in oil as the 
only form of treatment were obtained in forty-one of forty- 
seven cases. In five of these there were recurrences. Five 
patients treated with theelin and 1 per cent silver nitrate jelly 
were cured and did not have recurrences. Apparent cures 
following fever as the only method of treatment were obtained 
in eight of nineteen cases. There were no recurrences. In 
six of the seven patients treated with fever during theelin 
therapy apparent cures could be attributed to the fever. The 
fever was produced by the intravenous injection of typhoid 
vaccine and in five cases by the Kettering hypertherm. Appar- 
ent cures followed the oral administration of sulfanilamide as 
the only method of treatment in eleven of twenty-two cases, 
One patient had a recurrence. Two patients were cured by 
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the combined treatment of fever and sulfanilamide. There was 
a recurrence in one. All cures due to sulfanilamide were 
obtained in less than two weeks. Increase of the dose, pro- 
longation of the treatment and combination with fever therapy 
did not improve the results. Fever therapy and sulfanilamide 
are recommended for further investigation. 

Development of Mongolism.— Although the available 
data are not sufficient to allow one to make a definite and 
final conclusion as to the exact time of the operation of the 
factor or factors which lead to the production of mongolism, 
Southwick believes that it can be stated, on the data that he 
found in fifty-eight cases of mongolism in dizygotic twins, that 
the causes of mongolism must reside in some factor or factors 
that cannot at any stage of development act directly on more 
than one ovum, zygote or embryo. Since at all stages of 
the development two or more ova, zygotes or embryos may 
occur in exactly the same external environment, one can con- 
clude that the condition can develop only from within the 
gametes and so must be either chromosomal or cytoplasmic. 
The extreme infrequency with which two or more persons with 
the condition appear in one family makes it justifiable to con- 
clude that mongolism is not produced by hereditary factors. 
The factors therefore are not considered to act at the time 
of the formation of the gametic chromosomes. It is suggested 
that the production of mongolism may be definitely associated 
with substances liberated from the ovum and from the sperma- 
tozoon and that mongolism may be the result of fertilization 
in which one or the other gamete was in an aged condition 
transitional to the nonfunctional or inactivable state. That the 
spermatozoa may thus be effective is shown by the abnormal 
sex ratio that occurs among those with mongolism, and that 
the ovum may be similarly effective is shown by the definite 
relation between the age of the mother and the frequency of 
production of mongolism. This study is based on the records 
of 259 persons with mongolism. 


American Review of Tuberculosis, New York 
39: 1-144 (Jan.) 1939 


*The Effect of Tuberculosis on the Serologic Reactions for — 
T. Parran, Washington, D. C., and K. Emerson, New York.—p. 

*Pulmonary Tuberculosis in Young Adults; Particularly Among Ssadleal 
Students and Nurses. W. B. Soper, New Haven, Conn., and J. 
Amberson Jr., New York.—p. 9 

Collapse Therapy in Pulmonary Tuberculosis: 
Bosworth and C. R. Smith, Los Angeles.—p. 

Tuberculous J. L. H. Hawkins Jr., 
Calif.—p. 

Pleural Sivclen: Its Prognosis in Patients Showing Little or No Paren- 
chymal Involvement. F. B. Trudeau, Saranac Lake, N. Y.—p. 57 
Tuberculin Anergy in Cases with Pulmonary Calcifications. P. D. Crimm 
and D. M. Short, Evansville, Ind.—p. 64. ” 
Variations in Leukocytes: Studies on Tuberculous Patients Under Basal 
and Active Conditions. M. H. Adelman, New York.—p. 70. 
Results of Intensive Study of Sputum in Pulmonary stat 

Willis and Ruby G. Kelly, Northville, Mich.—p. 

Tubercle Bacilli in Sputum: Criteria for ett ling wt the Significance 
of the Number of Bacilli Found. E. Bogen and E. S,. Bennett, Olive 
View, Calif.—p. 89. 

Pathology and Pathogenesis of Pulmonary Arterial Aneurysm in Tubercu- 

—p. 99. 


Follow-Up Study. H. W. 
33. 


Olive View, 


H. S. 


lous Cavities. O. Auerbach, Staten Island, N. Y. 

Virulence of Tubercle Bacilli: Its ame? Attendant on Animal Pas- 

sage. K. C. Smithburn, New York.—p. 116. 

The Multiple Puncture Method of BCG Vertinstion, 

Chicago.—p. 128. - 

Effect of Tuberculosis on Serologic Reactions for 
Syphilis—Parran and Emerson discuss the general field of 
tuberculosis with regard to the possibility that this toxemia 
adversely influences the specificity of carefully conducted sero- 
logic tests for syphilis. The study was participated in by five 
serologists. From 458 supposedly nonsyphilitic tuberculous 
donors of blood obtained from nine sanatoriums, the serums 
of eight were found to be positive to many laboratory tests. 
A minute review of the histories of four patients revealed 
evidence which supported the probable presence of syphilitic 
infection. Three of the remainder were not available for 
reexamination, while follow-up of the remaining one failed to 
reveal a history or clinical evidence indicative of syphilis. As 
the blood from this patient was strongly positive to all tests 
on both original and follow-up examination and as the eight 
instances of unrecognized and unsuspected syphilitic infections 
in the 458 cases are within the normal expectancy, it seems 
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justifiable to omit the entire group of eight cases from the 
final tabulation. Communications from some of the serologists 
called attention to the atypical nature of many of these adverse 
results. The authors’ conclusion is that, since with the present 
serologic tests for syphilis both typical and atypical false- 
doubtful and false-positive results are found in serums from 
tuberculous donors, it is evident that tuberculous toxemia may 
contribute a confusing factor to the serologic study of syphilis. 
It should not, however, present a major problem in the clinical 
interpretation of results obtained with carefully conducted sero- 
diagnostic procedures. 


Pulmonary Tuberculosis in Young Adults.—Soper and 
Amberson find that tuberculous infection in young adults in 
this country and abroad is by no means universal. Roughly 
speaking, in this country 50 per cent of the white population 
less than 20 years of age does not react to tuberculin, In 
some sections, as the Middle West, the percentage of positive 
reactors is considerably lower. The medical student and the 
student nurse are more intimately exposed to tuberculous 
infection during their training than are those in other pro- 
fessions and occupations. This is attested by the dispropor- 
tionate increase of positive reactions to tuberculin during their 
training. Infection in them may produce a primary type of 
lesion in the nonallergic individual or the superinfection type 
in the allergic. Recognizable lesions appear to occur more 
frequently in the nonallergic than in the allergic. Allergy 
may be said to be associated with a definite protective influ- 
ence within certain limits. The severity of infection of nurses 
and medical students appears to be decreasing owing to the 
greater application of methods to prevent exposure, improved 
diagnosis of the acquired disease in its earliest stage and better 
living standards. A greater and more widespread emphasis 
on prevention of infection and on early diagnosis, particularly 
by tuberculin and the x-rays, should reduce the hazard in 
students to that of the general population or even lower. Its 
accomplishment is a direct obligation of the institutions 
concerned. 


Annals of Otol., Rhinol. and Laryngology, St. Louis 
47: 865-1150 (Dec.) 1938. Partial Index 

Carcinoma of Larynx and Total Laryngectomy. S. J. Crowe and E. N. 
Broyles, Baltimore.—p. 875. 

Treatment of Chronic Stenosis of the Larynx, with —— Reference to 
Skin Grafting. V. E. Negus, London, England.—p. 

Treatment of Acute Nasal Accessory Sinus Disease. A. ©. " arstenberg, 
Ann Arbor, Mich.—p. 902. 

Manifestations of Allergy in the Ear. 

*Deficiency Reaction in the Nose. E. R. Hargett, 
p. 917. 

IV. Pathogenesis of Méniére’s Disease and of Kindred Conditions in the 
Par and the Rest of the Body. S. H. Mygind and Dida Dederding, 
Copenhagen, Denmark.—p. 938. 

Histopathology of Apicitis in Suppurations of Petrous Pyramid. E. A. 
Friedman, Chicago.—p. 954. 

Optic Nerve Complications of Accessory Nasal Sinus Disease. 
and W. Needles, New York.—p. 989. 

Prolonged Analgesia After Tonsillectomy by Nerve Blocking Anesthesia. 
C. Hirsch, New York.—p. 1035. 

Advantages of a Split Skin Graft Following Tonsillectomy. 
Hollywood, Calif.—p. 10 

Broncho-Esophagology : Postulated Semasiologic Observations. 
son, Philadelphia.—p. 1049. 

*Role of Inflammatory Bronchial Stenosis in the Etiology of Bronchiectasis. 
P. H. Holinger, Chicago.—p. 1070. 


M. F. Jones, New York.—p. 910. 
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Deficiency Reaction in the Nose.—Hargett believes that 
atrophic rhinitis is a deficiency of the mucous glands of the 
nasal epithelium, either because there is an inadequate number 
of them or because the function of those present, if their 
number is normal, is abnormal, or a combination of the two. 
When the stratum corneum is removed from the skin, the 
moist layers beneath refuse to submit to drying and exude 
lymph and fibrin, which coagulates and dries, forming a pro- 
tective coating, so that the cells below continue their function 
in a moist state. The author points out that the same reac- 
tion occurs in the mucous membrane of the nose. The micro- 
organisms normally inhabiting the nose invade these scabs and 
produce the typical ozena. As this condition persists over a 
long period, a secondary defensive measure begins on the part 
of the mucous membrane to form a stratum corneum for itself. 
This process begins at the junction of the skin and mucous 
membrane at the opening of the nares and gradually extends 
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backward. This, the author believes, explains why atrophic 
rhinitis is most severe and is most often seen in the posterior 
half of the nasal cavity and why the condition never extends 
into the mouth and seldom into the pharynx, with the large 
and copious salivary glands to keep these parts moist. The 
author knows of nothing that will help the condition after 
cornification has taken place. But before cornification takes 
place treatment should resolve itself into trying to lighten the 
load of the glands present, to restore them to normal function 
and perhaps to stimulate their proliferation. If one side of 
the nose is closed through a deviation, the amount of air 
going through the other side is equalized, and thus the work 
of the glands, by a straightening of the septum. Operations 
which reduce the amount of air going through the nose by 
moving the lateral walls inward ease the burden of the glands, 
and some cures are effected. Paranasal sinusitis preceding 
the atrophic rhinitis coincides with the theory of deficiency. 
As with the other organs of the body, it seemed reasonable 
that the condition of the glands might be improved by periods 
of rest. This was accomplished by placing cotton plugs in 
one or both nostrils. It was found convenient to have the 
patient place these plugs in the nose at bedtime and remove 
them the next morning, giving the membrane eight or more 
hours of rest. Patients soon become accustomed to the mouth 
breathing necessitated and make no complaints. If the plugs 
are used while there is active sinus infection the patient imme- 
diately feels worse, and this is an indication to begin simul- 
taneous treatment of the sinus, always being conservative at 
first. As soon as the sinusitis begins to improve, the plug treat- 
ment may be begun, and at this stage the patient will usually 
remark on the improvement. If the adenoids are infected they 
should be removed, but it is well to give preoperative douches 
daily for about a week. 

Inflammatory Bronchial Stenosis and Bronchiectasis.— 
The specific reaction which Holinger discusses is the inflam- 
matory bronchial stenosis which produces complete or partial 
bronchial obstruction leading eventually to atelectasis and then 
to bronchiectasis. He correlates this sequence of bronchial 
inflammation, bronchial obstruction, atelectasis and, eventually, 
bronchiectasis as it has been observed in a series of children. 
He compares a previously reported series of bronchiectatic 
children who were observed from the onset of the pulmonary ° 
disease and followed to fully developed bronchiectasis with 
similar cases observed early and treated bronchoscopically in 
which the process was aborted, thus reemphasizing the effect 
of breaking this sequence by prompt recognition and clearing 
of the original lesion. Inflammatory bronchial stenosis was 
found to be responsible for the production of the original pul- 
monary lesion, atelectasis. “Atelectasis precedes and plays a 
prominent and most constant role in the development of a 
common form of bronchiectasis of the lower lobes” (Anspach, 
1934). Persistent pulmonary changes simulating pneumonia 
are frequently due to atelectasis. If the lung does not clear 
spontaneously, early and frequent bronchoscopic drainage of 
the involved bronchi will prevent permanent dilatation and 
destruction of the bronchial walls, which follow if the atelec- 
tasis is left untreated. 


Canadian Public Health Journal, Toronto 
29: 575-614 (Dec.) 1938 
*Typhoid Fever Carriers in Nova Scotia. J. J. MacRitchie, Halifax, N. S. 
575 


p- 

“Diphtheria-Toxoid Week” in Toronto, 
Scarlet Fever in Everyday Practice. 

p. 583. 
Canadian Life Tables, 1931. 
Bacteriologic Study of Eating and Drinking Utensils. 

F. White and O. W. Owen, Toronto.—p. 591. 

Typhoid Carriers in Nova Scotia.—MacRitchie states that 
in Nova Scotia the average annual death rate from typhoid 
for the ten years previous to 1932 was 17.9 per hundred thou- 
sand of population. For the five years from 1932 to 1936 the 
average rate was 4.2, the lowest of*any province in Canada 
and slightly less than that of British Columbia, a province 
which has always had a low rate. From April 1936 to April 
1938 the department of public health of Nova Scotia has been 
able to detect and place under a degree of control eight residual 
carriers, making a total of twenty now listed. The histories 
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of three of these carriers are reported. The three lived at 
different points within a radius of ten miles and during the 
preceding years 75 per cent of the cases reported in the 
province were from this section. A cholecystectomy was per- 
formed in all three cases. 


Connecticut State Medical Society Journal, Hartford 
8: 1-50 (Jan.) 1939 

Carcinogenic Substances. A. White, New Haven.—p. 4. 

Behavior Problems in Children. E. Kahn, New Haven.—p. 

Early Diagnosis of Behavior Defects and Deviations. A. 7 Gesell, 
New Haven.—p. 

Practitioner’s Role in Advising About Devermppental Problems of the 
Preschool Child. F. L. Iig, New Haven. 9. 

Behavior Disorders Associated with Dev dcootentat Disorders in Language 
Acquisition. S. T. Orton, New York.—p. 12. 

Problems of Older Children as Seen in General Practice. J. M. Cunning- 
ham, Hartford.—p. 14. 

Emotional Reactions at Large as the 
Salinger, New Haven.—p. 17. 

Gonorrhea in the Female. R. W. Mohler, Philadelphia.—p. 22. 

Immunization with Scarlet Fever Toxin. A. Wulp, Hartford.—p. 28. 

The Eight Point American Social Hygiene Association. W. 
Clarke, New York.—p. 


Indiana State Medical Assn. Journal, Indianapolis 
32:1-50 (Jan.) 1939 
on of Serum and Oxygen in Pneumonia. M. H. Barker, Chicago.— 


Pediatrician Sees Them. R. 


asienka. a Public Health Problem. W. J. McConnell, New York.— 

p. 4. 

Pneumococcus Typing. W. Dodds, Crawfordsville.—p. 5. 

Hospital Anesthetic Organizations: Consideration of Various Available 
Types. H. S. Ruth, Philadelphia.—p. 7. 

Cystitis in Women and Children. H. L. Kretschmer, Chicago.—p. 11. 

The Normal Infant. Indiana Pediatric Society.—p. 

Antistreptococcus Serotherapy in Agranulocytosis: 
Cases. Emenhiser, Hammond.—p. 17. 

Clinical Waxpariences with Sulfanilamide. W. N. Wishard Jr., H. G. 
Hamer, H. O. Mertz and R. C. Rauscher, Indianapolis.—p. 19. 

The General Practitioner Remembers That the Child Has Emotions. 
S. R. Smith, Indianapolis.—p. 21. 

Marijuana. J. W. Jackson, Indianapolis.—p. 24. 

Perforations in the Abdomen. J. F. Habermel, New Albany.—p. 25. 


Recovery of Two 


Journal of Bone and Joint Surgery, Boston 
21: 1-268 (Jan.) 1939. Partial Index 

“Pathogenesis of the Limp Due to Coxalgia: The Antalgic Gait. 
M. Galland and R. de Cagny, Berck-Plage, France.—p. 12. 

*The Use of Hydrochloric Acid in Certain Cases of Atrophy and Delayed 
Calcification in Fractured Bones. N. W. Cornell, Alice R. Bernheim 
and E. C. Person, New York.—p. 40. 

Compensation-Derotation Treatment of Scoliosis. A. Steindler, Iowa City, 
in collaboration with W. R. Hamsa, Omaha, and W. Cooper, Iowa 
City.—p. 51. 

Transcondylar mg a of the Humerus in Childhood. J. Dunlop, Pasa- 
dena, Calif.—p. 59. 

Metastasis to Bone from Carcinoma of Gastrointestinal Tract. 
Ghormley and J. E. Valls, Rochester, Minn.—p. 74. 

Necrosis of Head of Femur “Traumatic Dislocation. 
F. N. Potts and B. E. Obletz, Buffalo.—p. 

End Results of a Series of Block Operations. 
Branch, Detroit.—p. 141. 

Tuberculosis of the gr Bones: 
Abilene, Texas.—p. 148 

Volkmann’s Contracture as : Complication of Fractures of the Forearm and 

Elbow. J. N. Garber, Gastonia, N. C.—p. 154. 

Method for Treating Displaced Fractures of the Pelvis. 
Orlando, Fla.—p. 177. 

Objections to Use of Kirschner Wire for Fixation of Femoral Neck 
Fractures. S. Selig, New York.—p. 182. 

Ankle Dislocations Without Fracture. 
E. W. Jacobson, New York.—p. 198. 

Compound Dislocation of the Tibiotalar Joint Without Fracture and With- 
out Separation. C. Haines, New York.—p. 205. 

Sleeved-Wire Method of Fixation of Fractures. T. Wheeldon, Richmond, 
Va.—p. 210. 
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Report of Six Cases. F. C. Hodges, 
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Limp Due to Coxalgia.—Calvé and his associates believe 
that the limp of coxalgia is a limp of escape; a limp of defense 
by antalgic reflex. The antalgic gait is not associated exclu- 
sively with coxalgia. It is seen in all conditions causing 
instability of the hip. It is frequent in congenital dislocations 
of the hip, particularly in those cases of subluxation in which 
the phenomena of arthritis predominate over those due to 
interference with the static equilibrium. The authors have 
frequently seen patients with bilateral congenital dislocation 
of the hip present the Trendelenburg sign on one side and 
the antalgic limp on the other, or show the antalgic limp only 
periodically. The antalgic limp is an indication of the degree 
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of irritability of the fibrous neocapsule in coxalgia, or of 
the deformed capsule of congenital dislocation of the hip. It 
is for the same reason that the antalgic gait characterizes 
the limp of those with arthritis deformans of the hip. Here 
again the antalgic movement makes possible the avoidance of 
pain. Theoretically it is impossible to have an antalgic gait 
when the hip is firm and capable of transmitting the weight 
of the body to the lower extremity. There is no antalgic gait 
when coxalgic conditions terminate in a true bony ankylosis, 
either spontaneous or operative (arthrodesis). The antalgic 
gait is slight in certain cases when, contrary to the rule, the 
gluteus medius has conserved an important functional value 
and especially in the cases in which the neocapsule is formed 
of tissue so tight that the ankylosis seems complete and com- 
parable to a bony ankylosis. The antalgic gait may vary in 
a given case. For example, fatigue markedly aggravates the 
antalgic gait, which may appear after a long walk in patients 
who usually do not show it. Also, like rheumatic manifesta- 
tions, the antalgic gait undergoes variations in relation to 
meteorological conditions. 

Hydrochloric Acid for Enhancing Calcification.—Cor- 
nell and his colleagues observed reduced gastric acidity and 
decrease in the volume of gastric contents in eight cases of 
fractured bones with excessive osseous atrophy and delayed 
calcification at the sites of fracture. Five of these cases were 
treated with hydrochloric acid. The addition of hydrochloric 
acid (from 4 to 8 cc. of a 10 per cent solution, three times 
a day) to a diet high in calcium and vitamins increased the 
absorption of calcium and furthered the calcification of bone. 


Journal of Clinical Investigation, New York 
18: 1-170 (Jan.) 1939. Partial Index 
*Gastric Secretion in Chronic Alcoholic Addiction. W. B. Seymour, T. D. 
Spies and W. Payne, Cleveland.—p. 15. 
Effect of High Intracranial Venous Pressure on Cerebral Circulation and 
nag Relation to Cerebral Symptoms. E. B. Ferris Jr., Cincinnati.— 


Lew Term Study of Variation of Serum in Man. 
Turner and A. Steiner, New York.—p. 

Proteinuria Following Momentary Vascular ye 
I. Markowitz and B. B. Wetchler, Jersey City, N. J.—p 

Clinical Studies of the Blood Volume: V. Myx- 
edema. J. G. Gibson 2d and A. W. Harris, Boston.—p. 59. 

*Urinary Excretion of Androgenic Substances After Intramuscular and 
Oral Administration of Testosterone Propionate to Humans. R. I. 
Dorfman and J. B. Hamilton, New Haven, Conn.—p. 67. 

The Lipid Distribution of Human Platelets in Health and Disease. Betty 
N. Erickson, H. H. Williams, I. Avrin and Pearl Lee, Detroit.—p. 81. 

The Nature of the Human Factor in Infantile Paralysis: I. Peculiarities 
of Growth and Development. G. Draper and C. W. Dupertuis, New 
York.—p. 87. 

Metabolism in Idiopathic Steatorrhea: I, Influence of Dietary and Other 
Factors on Lipid and Mineral Balance. S. H. Bassett, E. H. Keut- 
mann, H. van Zile Hyde, Helen E. Van Alstine and Ella Russ, 
Rochester, N. Y.—p. 101. 

Renal Function as a Factor in the Urinary Excretion of Ascorbic Acid. 
J. Sendroy Jr. and B. F. Miller, New York.—p. 135. 

Significance of Prolonged Streptococcus Antibody Development in Rheu- 
matic Fever. A. F. Coburn and Ruth H. Pauli, New York.—p. 141. 
*The Prophylactic Use of Sulfanilamide in Streptococcic Respiratory 
Infections, with Especial Reference to en Fever. A. F. Coburn 

and Lucile V. Moore, New York.—p. 

Comparison of Effects of Vitamin D, ak SE (A. T. 10), and 
Parathyroid Extract on the Disordered Metabolism of Rickets. F. 
Albright, H. W. Sulkowitch and Esther Bloomberg, Boston.—p. 165. 


Gastric Secretion in Chronic Alcoholic Addiction.— 
Seymour and his colleagues studied the gastric secretion of 
forty chronic alcoholic addicts (from seven to forty years). 
Histamine was used as a secretory stimulant. The fasting 
volume of their gastric juice on repeated intubation was scanty 
and in the majority of cases was rather thick and ropy. A 
volume of 20 cc. or less was found in 71 per cent of the men. 
Twenty minutes after the injection of histamine the gastric 
juice was considerably more limpid and had increased in 
volume, 50 per cent of the men showing 20 cc. or more. Only 
two of the forty subjects had free acid in the fasting specimen. — 
In the first analysis after histamine, eighteen had free hydro- 
chloric acid and twenty-two had none. Reintubation of all 
the latter was done after from one to three weeks had elapsed, 
and seven of these showed free acid in the gastric juice after 
this period. Only three of the men showed no evidence of pepsin 
in the gastric juice after repeated analyses, and seven showed 
an absence of rennin. The mean digestion of albumin in the 
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thirty-seven cases was 3.5 mm. The patients were singularly 
free from gastrointestinal complaints. Thirty-two claimed to 
have good appetites, twelve complained of gas and eight com- 
plained of sour eructations. Intermittent nausea and vomiting 
were experienced by six. In none was there a history of sore 
tongue, cutaneous lesions or diarrhea, nor was there any objec- 
tive evidence of glossitis. Six patients complained of occa- 
sional numbness and burning sensations of the extremities, and 
none had any objective evidence of involvement of the periph- 
eral nerves. The erythrocyte counts and hemoglobin determi- 
nations were normal in all. After repeated analyses on all 
subjects with achlorhydria after histamine in the initial anal- 
ysis, seven yielded free hydrochloric acid after histamine fol- 
lowing enforced abstinence from alcohol. This point suggests 
the relationship of the ingestion of large quantities of alcohol 
to the secretion of acid in the gastric juice. It is apparent 
from the authors’ studies and those of other observers that 
the incidence of achlorhydria is far higher in addicts to alcohol 
with polyneuritis than in those with uncomplicated alcoholism. 


Urinary Excretion of Androgen After Testosterone 
Propionate.—Dorfman and Hamilton determined the excre- 
tion of urinary androgens following the treatment with testos- 
terone propionate of two men having organic and functional 
evidence of deficient testicular secretion. The rapidity of the 
appearance and comparative levels of excretion after oral and 
intramuscular treatment, the percentage of recovery in the 
urine of the administered material and the urinary levels of 
androgens were studied. The first patient was a man aged 35 
who had lived until this time with a single descended testis. 
Following surgical removal of the testis at the age of 35, 
castration phenomena appeared. The second patient was a 
sexually underdeveloped man aged 27 whose genitalia instead 
of undergoing atrophy had never developed. The testes did 
not respond to injections of 100 rat units of gonadotropic sub- 
stance given three times a week for nine weeks. With intra- 
muscular injections of 20 mg. of testosterone propionate daily, 
the first patient showed an increase in androgenic output to 
normal levels and clinical disappearance of castration phe- 
nomena. A twenty-four hour titer of 50 international units 
was obtained on the third day of administration, The average 
of six assays covering twelve of the thirty days of injection 
was 68.9 international units, with a range from 47 to 94 inter- 
national units. Tablets containing from 60 to 120 mg. of 
testosterone propionate were given daily. Twenty-four hour 
urine readings gave as high as 500 international units of 
androgen in case 1 and 264 international units in case 2. 
These large excretions were not accompanied after oral intake 
by as good clinical relief as was obtained with one-sixth or 
one-seventh the amount taken intramuscularly and with lesser 
androgenic activity of the urine. Absorption of the large 
amounts of androgen can take place through the gastrointes- 
tinal tract with what appears to be rapid elimination through 
the kidneys. It is suggested that there may be a threshold 
for the substance in the body and that rapid disposition is 
made of an excess. Oral means of administration should be 
considered from the standpoint of material lost not only 
through the feces but also excreted in the urine. Urine assays 
as an indication of the presence of hormone in the body may 
be misleading if the hormone in the body is present only 
irregularly. A rough estimation of the percentage of the 
androgenic material recovered in the urine is 6.2 per cent if 
it is in the form of testosterone, 41.4 per cent if androsterone, 
and 62.4 per cent if the material given contains an equal 
amount of androsterone and dehydroisoandrosterone. 

Sulfanilamide in Respiratory Infections and Rheumatic 
Fever.—The experience of Coburn and Moore over the last 
ten years has shown that rheumatic subjects who escaped 
hemolytic streptococcus infections also escaped rheumatic fever. 
With this objective in mind they conducted studies in the 
prophylaxis of hemolytic streptococcus infections during the 
last two years. The data reported comprise experiments on 
guinea pigs and observations on eighty rheumatic subjects. 
The authors found that sulfanilamide administered to guinea 
pigs before or after the induction of streptococcic abscesses 
failed to sterilize the lesions. Sulfanilamide used prophylac- 
tically prevented spontaneous infections and either prevented 
or modified the development of induced hemolytic streptococcus 


CURRENT MEDICAL LITERATURE Jom. A, 


cervical adenitis in guinea pigs. Sulfanilamide administered 
to rheumatic subjects after the onset of streptococcic infec- 
tions of the throat did not prevent rheumatic recrudescences. 
The possible prophylactic use of sulfanilamide was tested in 
eighty rheumatic children. Seventy-nine escaped hemolytic 
streptococcus infection and signs of rheumatic activity. 


Kentucky Medical Journal, Bowling Green 
37: 1-42 (Jan.) 1939 
Gas Gangrene: General Discussion and Present Day Treatment. J. D. 
Hancock, Louisville.—p. 
Eclampsia and Its Treatment B. W. Smock, Louisville.—p. 4. 
Present Day Treatment of Peptic Ulcer. . S. Frazier, Louisville.— 


p. 7. 
Acute Infection of Middle Ear. J. F. Dunn, a ares 9. 
Detached Retina. C. D. Townes, Louisville.—p. 
Acute Poliomyelitis. J. L. Tanner, Henderson. — 15. 
My Obstetric Experience. C. V. Stark, a —p. 19. 
Achlorhydria. W. S. Wyatt, Lexington.—p. 
County Health Department in Tuberculosis civ. C. D. Cawood, 
Lexington.—p. 24. 
Uterine Bleeding. 1. Abell Jr., Louisville.—p. 28. 
Eclampsia. F. B. Zimmerman, Greenup.—p. 32. 
Metabolism of Cardiac Muscle. H. Lawson, Louisville.—p. 36. 
Tularemia. L. H. South, Louisville.—p. 38. 


Tennessee State Medical Assn. Journal, Nashville 
31: 467-526 (Dec.) 1938 


Two Years of Postgraduate Teaching in Tennessee. 
Memphis.—p. 494. 
The Doctor at the Crossroads. 


West Virginia Medical Journal, Charleston 
35:1-56 (Jan.) 1939 
*Pyelitis in Pregnancy. N. J. Eastman, Baltimore.—p. 1. 
Critical Analysis Regarding — Physical Examinations. J. J. 

Brandabur, Huntington.—p. 

Nonspecific Lung Infections in "Childhood. J. C. Gittings, Philadelphia, 
and R. C. Fredeen, Kansas City, Kan.—p. 
Leiomyosarcoma of the Ileum. R. S. Widmeyer and A. R. K. Mathews, 

Parkersburg.—p. 34. 

Pyelitis in Pregnancy.—Eastman states that the symptoms 
produced by infections of the urinary tract in pregnancy may 
vary considerably from those of the same disease in the non- 
pregnant state. Hectic fever with chills, tenderness at the 
costovertebral angle, clumped white cells in the urine and 
colon bacillus bacteriuria are the main diagnostic signs. To 
be of diagnostic significance the pyuria should exceed fifty 
white cells per high power field and these should be in clumps. 
From a diagnostic point of view the only difficulty that arises 
occasionally is in differentiating pyelitis, which is usually on 
the right side from acute appendicitis. Appendicitis rarely 
strikes for the first time during pregnancy. If appendicitis 
does exist usually there is a history of previous attacks. In 
pyelitis the “spiking” temperature curve, the common occur- 
rence of chills and the tenderness at the costovertebral angle 
are usually characteristic and the diagnosis ordinarily presents 
no great problem. In women suffering from pyelitis the fetal 
mortality is at least twice that usually encountered. Abortion 
and premature birth account for most of these deaths. When 
therapeutic abortion is considered in refractory cases this 
unfavorable outlook for the fetus must enter into the decision. 
The variety of therapeutic methods which have been advocated 
for the treatment of pyelitis in pregnancy is evidence in itself 
that an established and successful form of therapy is lacking. 
Actual cure of pyelitis during pregnancy is rarely possible 
since the atonic ureters with their content of static urine prove 
usually an insuperable handicap, and during this period only 
relief of the disease is possible. Treatment has two objec- 
tives: relief of stasis and urinary antisepsis. Forced drinking 
of water serves both these ends and is the most important 
single measure, both in the prophylaxis and in the treatment 
of the disease. Two glasses of water with each meal and the 
same at bedtime should be routine for every pregnant woman, 
and during warm weather a larger intake is desirable. In 
the treatment of pyelitis the intake of fluid should exceed 
4,500 cc. daily (except when certain of the newer urinary anti- 
septics are used). The more important drugs and therapeutic 
measures used in the treatment of pyelitis are methenamine, 
alkalis, mandelic acid, sulfanilamide, solution of posterior pitui- 
tary, termination of pregnancy and drainage and lavage of the 
renal pelvis. Of these, sulfanilamide appears to be the best. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


Archives of Disease in Childhood, London 
13: 289-378 (Dec.) 1938 

Determination of Glucose Tolerance. C. W. Ross, with technical 
assistance of Eva L. Tonks—p. 289. 

Peripheral Brachial Paralysis in Infants and Children. J. E, Morison. 
—p. 310. 

Causative Organisms of Bronchopneumonia in Infants in Egypt. <A. K. 
Abdel-Khalik, A. M. Askar and M. Ali.—p. 333. 

Chinese Methods of Infant Feeding and Nursing. B. S. Platt mi 

Y. Gin.—p. 343. 
*Nutritional Anemia in an Industrial District. J. H. Hutchison.—p. 355. 


Nutritional Anemia in an Industrial District.—In order 
to determine the incidence of iron deficiency anemia of infancy 
in a large industrial area of Glasgow, Hutchison studied the 
hemoglobin levels of 300 infants up to 1 year of age. The 
diets of these infants were not supplemented by iron and 
they were regarded by their mothers as healthy. The author’s 
data show that 26 per cent of the breast-fed and 35 per cent 
of the bottle-fed infants had hemoglobin values of at least 10 
per cent below normal (Mackay) values for their respective 
ages. These percentages become much greater if infants less 
than 6 months old are excluded. The principal factors influ- 
encing the development of this type of anemia were undue 
prolongation of exclusive milk diet, low birth weight and 
infections. The importance of prophylaxis is stressed and a 
mixed diet (including broth, vegetable purée and egg yolk at 
4 or 5 months), preceded by the administration of iron, is 
suggested as a method of preventing this type of anemia. 


British Journal of Experimental Pathology, London 
19: 367-442 (Dec.) 1938 

Lethal Toxins of Hemolytic Streptococci and Their Antibodies. E. W. 
Todd.—p. 367. 

Studies on Antirabic psa with Formolized Culture Virus. I. J. 
Kligler and H Bernkopf. —p. 

Spontaneous Variation in the sc Strain of Yellow Fever Virus. 
G. M. Findlay and F. O. MacCallum.—p. 384. 

The Specificity of Active Immunity in Mice Against Influenza Virus. 
F. M. Burnet.—p. 388. 

Surface Films of Antibodies and Antigens: I. Effect of Spreading on 
a Water Surface on the Specific Properties of Pneumococcus (Type IT) 
Antibody ard Horse Serum Globulin, J. F. Danielli, Mary Danielli 
and J. R. Marrack.—p. 393 

Photo-Electric Study of Reactions Between Diphtheria Toxin and Anti- 
toxin. C. G. Pope and M. Healey.—p. 397. 

Effect of Agar on Production of Staphylococcus a-Hemolysin.  H. 
MclIilwain.—p 411. 

*Nonhemoglobin Cellular Iron in Anemia. C. E. Jenkins and M. L. 
Thomson.—p. 417. 

Note on the Isolation of Clostridium Tetani from the Intestines of 
Normal Sheep in Cambridgeshire. P. S. Watts.—p. 422. 

Effect of Increased Salt Concentration on the Amount of Precipitate 
Formed by Antiserums with Specific Precipitants. J. Marrack and 
Helga Franziska Hdllering.—p. 424. 

The Influence of Intravenous Injections of 3:4-Benzpyrene Colloid on 
Growth of Transplanted Mouse Squamous Carcinoma 2146, P. R 
Peacock and S. Beck.—p. 434. 


Nonhemoglobin Cellular Iron in Anemia.—In a previous 
paper on the distribution of iron in blood Jenkins and Thomson 
suggested that the excess iron was a breakdown product derived 
from aging hemoglobin and that the rise of the nonhemoglobin 
cellular iron percentage found in most forms of anemia was 
due to a compensatory retention in the circulation of cells which 
had passed the normal life span of an erythrocyte. In this 
investigation the authors performed 110 blood examinations in 
twenty-four cases of anemia or hemorrhage. The results show 
that the nonhemoglobin cellular iron increases as the hemoglobin 
concentration falls and decreases as the latter rises. If the fluc- 
tuations of the nonhemoglobin cellular iron are expressions of 
a compensatory mechanism, they should usually be independent 
of the cause of the anemia. <A study of the results makes it 
clear that this is so; as a corollary the nonhemoglobin cellular 
iron is of no value as a means of differential diagnosis. The 
erythrocytic population is made up of cells of varying age and 
if in the course of recovery from an anemia there is at one stage 
an intense hematopoietic activity one would expect that the new 
cells, having no appreciable nonhemoglobin cellular iron, would 
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depress the percentage to.a point below the normal for a brief 
period: a number of such instances are present (six cases). 
The result is due to the combined effects of an increased removal 
of aged cells, in itself causing a reduction in the nonhemoglobin 
cellular iron percentage, and the influx of a large number of 
new cells. A further expectation would be that the total cellular 
iron might actually fall if the hemoglobin rises sharply enough. 
Several such instances have been encountered. The fallacy of 
assuming that the hemoglobin concentration can be calculated 
from the total cellular iron is evident. The authors do not 
claim that the facts presented furnish formal experimental proof 
of the accuracy of the hypothesis, but they submit that all the 
data obtained so far can be explained rationally on that basis. 


British Journal of Ophthalmology, London 
23: 1-80 (Jan.) 1939 


Standardized Lantern for Testing Color Vision. L. C. Martin.—p. 1. 

Vital Staining of the Retina: Preliminary Clinical Note. A. Sorsby. 
—p. 20. 

Studies on Bacteriology of Hypopyon Ulcer: I. Conjunctival Flora of 
Healthy Coal Mine Workers. A. J. Rhodes.—p. 25. 

Id.: II. Conjunctival Flora of Shale Mine Workers. A. J. Rhodes. 


—p. 38. 
*Note on the Use of Horsehair Sutures for the Conjunctiva. P. J. Hay. 


—p. 43. 

Pathology of Scleral Plaques: Report of Five Cases of Degenerative 
Plaques in the Sclera Mesially, One Studied Histologically. A. M. 
Culler.—p. 44. 

Light Adaptation at the Fovea for Normal Eyes. W. D. Wright.— 
p. 51. 


Horsehair Sutures for Closure of Conjunctiva.—Hay 
has found horsehair extremely useful for closing the wound 
after inserting the glass globe in a Frost-Lang operation. No 
knots are required. Horsehair keeps the wound firmly closed 
in virtue of its rigidity, while it does not bunch up the con- 
junctiva like a silk purse-string suture. The same suture may 
be used with advantage for closing the wound in the con- 
junctiva after trephining. 


Clinical Science, London 
3: 357-418 (Dec.) 1938 

Experimental Hypertension of Renal — in the Rabbit. G. W. 
Pickering and M. Prinzmetal.—p. 

Observations on Pituitary Control of Ciablis and Creatinine Excre- 
tion. I. Schrire and E. P. Sharpey-Schafer.—p. 369. 

*Experiments Relating to the Itch Sensation, Its Peripheral Mechanism 
and Central Pathways. R. G. Bickford.—p. 377. 

Some Observations on Clubbed Fingers. M. Mendlowitz.—p. 387. 

Rate of Blood Flow in Normal Fingers. R. W. Wilkins, J. Doupe 
and H. W. Newman.—p. 403. 

The Inhibition of Pituitary Activity in Acromegaly by Estradiol 
Benzoate and Testosterone Propionate. I. Schrire and E. P. Sharpey- 
Schafer.—p. 413. 

The Itch Sensation.—Bickford states that, when histamine 
enters the skin through a puncture, itching begins at the point 
of the puncture. The skin widely surrounding the puncture 
also undergoes a change, so that when gently rubbed it gives 
an abnormal itchy sensation. The former sensation is called 
spontaneous itching and the latter itchy skin. Itchy skin arises 
through a local nervous (axonic) pathway. This pathway is 
separate from that of hyperalgesia and the vascular flare. The 
nerves do not belong to the sympathetic system. Itchy skin has 
been found round all itching lesions examined, whether occur- 


ring naturally or produced deliberately. It is, therefore, consid- 


ered to be an essential part of the sensation of itching. Itchy 
skin may be abolished by a degree of asphyxia which leaves 
spontaneous itching unaffected; a similar dissociation may be 
produced by cooling a nerve trunk. This indicates that the 
nerves carrying the two sensations are separate. The sensation 
of tickling shows a close association with itchy skin in these 
experiments. In clinical cases of sensory dissociation itchy 
skin is not detected in areas in which the sensation of tickling 
is lost, even though the sensation of touch may be retained. 
Spontaneous itching is not felt at a point at which pain to the 
prick of a pin is defective. The pain of tickling, spontaneous 
itching and itchy skin are all conveyed in the anterolateral 
tracts, since they all disappear when this is divided. A condi- 
tion of the skin in which itching is inhibited is described. The 
inhibition is central in origin and is probably produced through 
the pain nerves. 


| 


776 


Journal of Tropical Medicine and Hygiene, London 
41: 377-392 (Dec. 1) 1938 

Mycotic Pruritus Ani: Short General Account. 

“Observations on Some Cases of Food Poisoning in Egypt. 

S. El-Kholi and M. A. Gohar.—p. 380. 

41: 393-408 (Dec. 15) 1938 
Scorpionism. O. de Magalhaes.—p. 393. 
Note on Some Little Known Conditions of the Lanugo Hair. A. 

Castellani.—p. 400. 

Food Poisoning in Egypt.—From a total of 117 cases of 
food poisoning observed during three months, Fahmy and his 
associates isolated fifteen organisms: seven Bacillus pyocya- 
neus, six Bacillus morgani, one Bacillus aertrycke and one 
Bacillus metadysenteriae. Of fifty rats, three were found to 
be infected and five strains were isolated: four Bacillus aer- 
trycke and one Bacillus morgani. There is apparently no 
difference between the organisms isolated from rats in Egypt 
and those isolated elsewhere. Strains of Castellani’s meta- 
dysentery group were found responsible for two fatal cases. 


A. Castellani.—p. 377. 
R. Fahmy, 


Lancet, London 
2: 1449-1502 (Dec. 24) 1938 


Congenital Disease. J. B. S. Haldane.—p. 1449. 

*Significance of the van den Bergh Reaction in — of Pernicious 
Anemia. J. Mills and C. A. Mawson.—p. 14 

Control Secretion by the Anterior 

ad Pellagra with Nicotinamide. 
lioungui and G. Hanna.—p. 1460 

Acute Gonorrhea Treated with Sulfapyridine: 
J. G. McGregor-Robertson.—p. 1463. 

Possible Fallacies in Chest Lead Electrocardiograms. 

14 


B. G. Shapiro. 
A. C. Alport, P. Gha- 

Report on 100 Cases. 
G. Schoenewald. 


A. Maurer and E. de Savitsch.—p. 1468. 


Bilirubin Level and Pernicious Anemia. — Mills and 
Mawson found that the bilirubin content of the serum of per- 
nicious anemia patients is considerably greater than that 
of normal persons. Of eighty-five patients with pernicious 
anemia 93 per cent had serum bilirubin greater than 0.4 mg. 
per hundred cubic centimeters, whereas of eighty-five normal 
patients 91 per cent had less than 0.4 mg. per hundred cubic 
centimeters. The serum bilirubin was 0.31 + 0.02 mg. in 
normal persons and 0.98 + 0.06 mg. in patients having per- 
nicious anemia, In fifty-three cases of pernicious anemia con- 
trolled by liver therapy the serum bilirubin was 0.31 + 0.03 
mg. per hundred cubic centimeters. The most striking proof 
that a significant difference between the two groups of per- 
sons does exist is shown not by statistical analysis but by the 
fact that specific treatment of pernicious anemia causes a return 
of a previously raised serum bilirubin to a normal level. That 
such a return to normal does take place can only mean that 
a raised serum bilirubin is a true symptom of pernicious anemia. 


Treatment of Pellagra with Nicotinamide.—Alport and 
his associates treated fifteen patients with pellagra and der- 
matitis, and two with, presumably, pellagrous stomatitis with 
1 Gm. orally or 0.5 Gm. by injection of nicotinamide. The 
acute lesions of the mucous membranes were promptly and 
rapidly improved. Improvement in the acute cutaneous lesions 
was slower. Chronic cutaneous lesions in friction areas and 
chronic atrophic changes in the tongue were only slightly 
affected. The appetite, mental condition and general physical 
health of all the patients were improved by the treatment. 
Headache, itching and warmth of the skin followed treatment 
of four patients and one patient had colic after the administra- 
tion of 1 Gm. of nicotinic acid; but the same dose of nicotin- 
amide given two patients led only to transient headache. 


Extrapieural Pneumothorax. 


Medical Journal of Australia, Sydney 
2: 1017-1060 (Dec. 17) 1938 

What Is the Outlook for the Medical Profession? B. Kilvington.— 
p. 1017. 

Cardiac Irregularities Other Than Auricular Fibrillation. W. Evans.— 
p. 1023 

Statistical Tabulation of the Results of Treatment of Carcinoma of the 
Uterus. H. E. Downes.—p. 1030. 

a. Note on the M, N and MN Blood Groupings. 
—p. 1036 


B. Bradley. 
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Journal de Médecine de Lyon, Lyons 
19: 715-740 (Dec. 20) 1938 


j.-F. Martin, P.-F. Girard and M. Plauchu.—p. 715. 
L. Bouchut, A. Guichard and 


*Infarct of Liver. 
Primary Hematoma of Aortic Wall. 

J. Bourret.—p. 727. 

Infarct of Liver.—Martin and his associates point out 
that infarcts of the liver are extremely rare. As they were 
able to find reports of only seven cases, they describe two new 
cases that were observed in 1938. They give detailed clinical 
histories of the two cases and describe the postmortem aspects. 
The two hepatic infarcts were as different as could be: one 
was red, circumscribed and triangular and its aspects corre- 
sponded well to the classic description. The other was white, 
diffuse and of irregular outline. It differed in all points from 
the cases reported heretofore, for the red infarct is the most 
frequent type. After describing the microscopic aspects of the 
two types of infarcts the authors give their attention to the 
etiology and pathogenesis, pointing out that they are difficult 
to explain. The double circulation of the liver, the arterial 
and the portal systems, create peculiar anatomic conditions, 
which however render the study of hepatic infarcts useful for 
a knowledge of the causes of infarcts in general. The authors 
regard as important the frequency of infectious endocarditis 
which they observed in two of four cases. Moreover, the 
large white infarct seemed to be connected with a dissecting 
aneurysm of the thoraco-abdominal aorta in a patient with 
hypertension. It is by an arteritic process that hepatic infarct 
is most frequently brought about. However, it remains diffi- 
cult to explain the extreme rarity of infarct of the liver. At 
first it seems justified to explain this rarity by the double 
circulation in the liver, for theoretically it seems necessary 
that obliteration of an arterial branch and of a portal branch 
would have to concur. After citing some experimental studies 
on the functions of the double circulation of the liver, the 
authors show that the results of these experiments are discor- 
dant and that it is difficult to explain the hepatic infarct by 
a simple mechanism. They regard as of primary importance 
the role assumed by the nervous element. They call attention 
to the rich nervous plexus which surrounds the hepatic artery 
and show that the anatomoclinical observations indicate the 
primary role of the periarterial nervous system. Among other 
factors they point out that whereas in the red infarct arterial 
obliteration was evident, in the case of the white infarct it 
was disputable. In the latter case the dissecting aneurysm 
was the most important vascular lesion and this produced a 
dislocation of the periaortic nervous plexus. 


Presse Médicale, Paris 
46: 1913-1928 (Dec. 28) 1938 
Lacunar Storage of Sugar. L. Bugnard and C. Soula.—p. 1913. 
*Role of B, Hypovitaminosis in Cardiovascular Pathology. G. Bickel.— 
1916 
Syndrome of Right Hypochondrium in Course of Gonococcic 

Adnexitis. E. Mauro.—p. 1919. 

B: Hypovitaminosis in Cardiovascular Pathology. — 
Bickel observed the disappearance of severe cardiac dilatation 
accompanied by cantering rhythm, simultaneously with the 
alcoholic polyneuritis, after the cardiotonic treatment had been 
interrupted and the patient was treated only with vitamin. The 
author shows further that the great importance of circulatory 
symptoms in the symptomatology of classic B: avitaminosis, 
beriberi, justifies a search for cardiovascular involvement in 
numerous disorders due to a partial deficit of vitamin B:. He 
made studies on patients with polyneuritis of alcoholic and 
gravidic origin and discovered that cardiac disturbances may 
become manifest in alcoholic addicts and in pregnant women 
in the absence of nervous symptoms other than diminution in 
the tendon reflexes and a slight weakness in the legs. On the 
other hand, these patients almost always present a certain 
degree of anorexia or of other gastrointestinal disturbances, 
which are early symptoms of a B: hypovitaminosis. After 


discussing the cardiovascular disorders of chronic alcoholism, 
the author takes up the cardiac disturbances of pregnancy, 
which, when they appear independent of valvular, arterial or 
renal disorders, should always suggest a deficit in the intake 
To be sure, the cardiovascular 


or utilization of vitamin Bu. 
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disturbances of purely gravidic origin, that is, independent of 
all preexisting cardiac disorders, are usually less severe than 
those which appear in alcoholism. Nevertheless the author 
observed a favorable effect of the administration of vitamin Bi 
in several women who, during the fourth or fifth month of 
pregnancy, developed tachycardia, cardiac erethism and slight 
dilatation of the heart, symptoms which generally are attributed 
merely to mechanical or toxic causes. After pointing out 
that cardiac disorders of hypovitaminotic origin occasionally 
are observed also in diabetes, in hyperthyroidism, in febrile 
diseases with grave denutrition, in certain gastrointestinal dis- 
turbances and so on, the author makes remarks about the 
mechanism by which the Bi hypovitaminosis might give rise 
to the circulatory disorders and then discusses the therapy. 
He says that the rapid and complete cure of the cardiovascular 
disturbances requires comparatively large doses of vitamin B:; 
at first from 10 to 20 mg. should be administered daily by 
injection. Beginning with the third week, that is, after a 
sufficient amelioration has been obtained, vitamin B: is given 
by mouth in combination with a suitable diet. 


47: 1-16 (Jan. 4) 1939 

Postoperative Deficit in Weight, Eventual Sequel of Gastrectomy for 

Uleer. P. Santy and P. Matlet-Guy.—p. 1. 
*Value of Cutaneous Reaction in Tuberculous Milieu. P. Foucaud.—p. 5. 

Cutaneous Reaction in Tuberculosis.—Foucaud says that 
the cutaneous reaction for tuberculosis has been in use for 
about twelve years and that most pediatricians agree that the 
percentages of positive or negative reactions depend on factors 
such as (1) the housing conditions, the proportion of positive 
cutaneous reactions being much lower in rural sections than 
in urban and densely populated sections; (2) the mode of life, 
in that among the well-to-do, even in the cities, the percentage 
of positivity is much lower than among the poorer classes; 
(3) the type of material in which the tests are made: in pre- 
sumably healthy subjects (schools, group of students or of 
workers) positive results are detected in a much smaller per- 
centage than in subjects from an infected milieu such as in 
those who come to medical services and dispensaries. The 
author’s studies, which were begun in 1934, were made on the 
one hand on children who came from surroundings in which 
infection was suspected and who were referred to his dispen- 
sary by physicians for completion of the diagnosis and, on the 
other hand, on school children. The majority of children were 
from rural regions. Tests were made on 1,020 children rang- 
ing in age from several months to 18 years. The antecedents 
and the living conditions were known. The cutaneous tests 
were made at the time of the first examination. If negative 
they were repeated after three months, if it was supposed that 
the infection was masked by a transitory state of anergy or 
was made the first time during a preallergic period when, for 
instance, the tuberculous contact had been removed. The 
results of the tests are recorded in tables. In the conclusion 
the author stresses the points which he was able to verify with 
maximum exactitude: 1. A positive cutaneous reaction indi- 
cates a tuberculous infection in the environment, the more so 
if the child is quite young. 2. The child represents the biologic 
evidence of familial tuberculosis in that the positive cutaneous 
reaction in a child permits the detection of tuberculosis in its 
familial surroundings. 3. The onset of school age and the 
age of puberty seem to be the periods during which the child 
is most exposed to tuberculous infection and to tuberculous 
disease. 4, A considerable number of children living in the 
surroundings of persons who excrete tubercle bacilli retain a 
negative cutaneous reaction. A table compares the incidence 
of positive reactions according to the type of tuberculous con- 
tact the children were exposed to: (a) persons with pulmonary 
tuberculosis who excrete bacilli, (b) persons with pulmonary 
tuberculosis who do not and (c) persons with visceral and 
osseous tuberculosis. 5. A considerable quantity of bacilli are 
necessary to provoke a positive cutaneous reaction in certain 
children, 6. The change of the cutaneous reaction is produced 
only in an infected milieu; it is produced rarely and slowly; 
this fact can be explained by a natural resistance to the bacillus 
without manifestation. The immunity thus conferred is slow 
but lasting. 
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Revue Belge des Sciences Médicales, Louvain 
10: 533-580 (Nov.) 1938 

*Comparative Study of 350 Benign and Malignant Tumors of Mammary 

Gland. P. Desaive.—p. 533. 

Septicopyemia of the Newborn and of Nurslings. J. Bottin.—p. 573. 

Tumors of Mammary Gland.—Desaive presents a com- 
parative study of 350 cases of benign and malignant tumors 
of the mammary gland. In the course of this report he 
advances a certain number of facts which now militate for a 
correlation between the two types and then again for their 
absolute independence. Among the first he cites the fact that 
fibro-adenomas usually precede the development of cancer, for, 
whereas the average age of women with fibro-adenoma of the 
breast is 37 years, that of the women with cancer of the breast 
is 52 years. This fact makes probable the transformation of 
the first into the second type. The coincidence of the prefer- 
ential site of the two forms of tumors in the superior external 
quadrant of the left breast and the observation of a direct 
transformation of a fibro-adenoma into cancer are additional 
factors indicating a correlation. Factors which militate against 
a correlation are the anatomopathologic independence of the 
fibro-adenoma, which is transplantable and is not dependent on 
a simple process of involution of the gland; the extremely 
different behavior of the two neoplasms as regards the time 
factor, the one being benign and of indefinite duration, the 
other one malignant and of limited duration; the noticeable 
divergences between the hormonal influences exerted on the 
two types of tumors, the fibro-adenoma developing chiefly 
during the period of ovarian activity and the cancer during 
or after the menopause; finally the possibility of interpreting 
as simply accidental the cases of association of fibro-adenoma 
and cancer. The author is inclined to consider as problematic 
the existence of the etiologic complex fibro-adenoma-cancer ; 
he thinks that the two tumorous processes have different if 
not opposite causes. He then raises the question whether, on 
the basis of this opinion, it would be justified to advise absten- 
tion from surgical treatment in mammary fibro-adenoma and 
try in such cases medical treatment, based on glandular therapy 
and especially on the search of a perfect equilibrium between 
the ovary and the anterior hypophysis. Taking this position 
seems premature to the author for three reasons: 1. The exact 
mode of endocrine action on the genesis of benign mammary 
tumors is still unknown. 2. At the onset, the differentiation 
between benign and malignant tumors is impossible without 
recourse to biopsy. 3. The chances of atypical transformation 
constitute a danger for the patient with fibro-adenoma, because 
a more mutilating treatment may become necessary than the 
simple ablation of the small initial tumor. The author con- 
cludes that at the present state of knowledge the systematic 
ablation remains the best treatment in the presence of an 
apparently benign tumor of the mammary gland. 


Monatsschrift fiir Psychiatrie und Neurologie, Basel 
100: 129-240 (Oct.) 1938. Partial Index 

Sympathetic Systems and Their Relations to Psychic Disturbances. 
M. Rosenfeld.—p. 137. 

Clinical and Experimental Investigations on Problems of Tabes. H. 
Bertha.—p. 174. 

*Behavior of Sugar Content of Cerebrospinal Fluid and Its Relation to 
Blood Sugar in Course of Insulin Coma in Schizophrenic Patients. 
M. Fischer.—p. 221. 

Psychology of Process of Suggestion. B. Stokvis.—p. 237. 
Cerebrospinal and Blood Sugar During Insulin Coma. 

—Fischer says that, whereas the behavior of the sugar content 

of the blood during insulin shock therapy has been repeatedly 

investigated, little is as yet known about the behavior of the 
sugar content of the cerebrospinal fluid. He reports studies 
in fourteen cases and he arrives at the following conclusions: 

1. In the course of insulin shock therapy there often develop 

iderable fluctuations in the fasting sugar values of the cere- 
brospinal fluid. A regular decrease in the fasting values was 
not proved by the author’s investigations. 2. Like the blood 
sugar values, the cerebrospinal fluid values decrease rapidly 
during the first hour; to be sure, the decrease in the cerebro- 
spinal fluid is not quite as extensive and so the two curves 
either approach or cross each other during the second or third 
hour. 3. The glycorrhachia shows a renewed decrease after 
two and one half hours; that is, at a time when the blood 
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sugar curve commences to increase again. 4. At the end of the 
coma the glycorrhachia is usually considerably lower than the 
blood sugar value and it rises much more slowly. 5. After 
the administration of sugar, the sugar content of the blood 
increases more rapidly than that of the cerebrospinal fluid. 
Although the blood may show a temporary hyperglycemia, the 
sugar content of the cerebrospinal fluid is more constant and 
in the author’s cases it never exceeded normal values. Fre- 
quently the glycorrhachia was still quite low after the patient 
had wakened from the coma; this was the case even in the 
presence of hyperglycemia. Regaining consciousness is depen- 
dent not on the restoration of normal sugar values in the cere- 
brospinal fluid but probably on the reestablishment of normal 
endocrine conditions in the tissues, including the ganglion cell. 
Under certain conditions the sugar may reach abnormally high 
values also in the cerebrospinal fluid. In this connection the 
author cites a case observed by Molony and Honan, but even 
in this case it was observed that the sugar values of the cere- 
brospinal fluid do not fall and rise as quickly as do the sugar 
values of the blood; that is, they have a greater stability than 
do the sugar values of the blood. The author further cites 
results of punctures after spontaneous epileptic attacks and 
after attacks induced by metrazol. In the concluding sum- 
mary he stresses once more that the sugar contents of the 
cerebrospinal fluid and of the blood do not determine the depth 
of the coma, as has been assumed by some investigators. 


Archivio Italiano di Chirurgia, Bologna 
49: 429-556 (Sept.) 1938 
*Arterial Symptoms from Phlebitis of Limbs. C. Uggeri and A. Massone. 
—p. 429. 


Suture of Inguinal Ligament to Pubic Ligament as Done in Radical 
Treatment of Femoral Hernia According to Bassini’s Technic: Experi- 
mental Results. G. Austoni.—p. 480. 

— for External Cholecystostomy. 
p. 


P. Cazzamali and R. Pecco.— 

rhoee Symptoms in Phlebitis of Extremities.—Uggeri 
and Massone report three cases of arterial vasomotor reac- 
tions from thrombophlebitis of the legs and review the litera- 
ture on the subject. They conclude that arterial reactions 
with ischemia may develop from thrombophlebitis of the 
extremities. They can be classified into three different groups: 
(1) in the course of phlebitis of long duration or during 
amelioration of the condition, (2) as sudden grave early symp- 
toms of extensive thrombophlebitis of the main vein of the 
limb and (3) in the course of aggravation of benign thrombo- 
phlebitis. Ischemia of the first type may be caused by arteritis 
(from dissemination of phlebitis), by arterial spasm (also 
induced by phlebitis) or by both arteritis and arterial spasm. 
It develops slowly. The arterial pulsation at the foot and at 
the posterior tibial and popliteal arteries generally cannot be 
felt and that of the femoral artery is weak; the oscillometric 
waves (Pachon) at the thigh and leg are absent. Both the 
arterial pulsations and the oscillometric waves improve by rest 
and proper treatment. Gangrene develops only in rare cases. 
Ischemia of the second type develops suddenly with symptoms 
of arterial embolism. It is due to reflex arterial spasm from 
venous occlusion. The arterial pulsations at the foot and at the 
posterior tibial and popliteal arteries and the oscillometric 
waves are absent from the beginning of the acute attack. The 
pulsation of the femoral artery may be felt weakly at the 
beginning of the attack and disappears as the condition is 
aggravated. The arteries in this type of ischemia show no 
pathologic changes. Ischemia of the third type is a benign 
arterial reaction to the venous condition. The diagnosis of 
the arterial reaction is simple in cases of the first and third 
groups. In cases of the second group (those which simulate 
arterial embolism) the diagnosis is made by the early appear- 
ance of cyanosis of the limb with blue and violet hues, which 
is different from the waxy pallor of the limb in arterial 
embolism. The treatment consists in administration of drugs 
aimed to control the arterial spasm. It is advisable to admin- 
ister a daily dose of 0.5 or 0.6 Gm. of acetylcholine in asso- 
ciation with warm bathing of the limb or application of short 
wave irradiations or a morphine derivative. If this treatment 
fails, sympathetic treatment with procaine hydrochloride, peri- 
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arterial sympathectomy or resection of the occluded segment 
of the vein are indicated. Removal of the venous thrombus 
seems to be the ideal treatment in acute cases. However, 
further experiments are indicated in order to establish the 
probabilities of success of the procedure. 


Deutsches Archiv fiir klinische Medizin, Berlin 
283: 211-362 (Dec. 21) 1938. Partial Index 
Pneumomediastinum Anterius as Diagnostic and Therapeutic Method. 

R. Pannhorst.—p. 211. 

Insulin Requirements and Type of Diabetes. 
Liposits.—p. 218. 

Electrocardiographic Aspects of Typical Form of Hypertrophy of Left 
Side of Heart Under Influence of Inhalation of Amyl Nitrite and of 
Air with Reduced Oxygen Content. E. Dunis and C. Korth.—p. 230. 

Disturbances in Central — of Sodium Chloride Metabolism. H. 
Glatzel and H. J. Wolf.—p. 243. 

*Calcifying Tuberculosis of Spleen. A. von Orelli.—p. 264. 

Aspects and Intensity of Saturation During Nutrition with Diet of High 
Vitamin C Content. G. Lemmel.—p. 277. 

Erythropoietic Function of Bone Marrow in Hepatic Cirrhosis and 
Hemochromatosis. N. Markoff.—p. 289. 

Calcifying Tuberculosis of Spleen.— Von Orelli says 
that although splenic tuberculosis is occasionally discovered in 
the course of necropsies it is rarely diagnosed during life, 
because it is lacking in symptoms. He thinks that a diagnosis 
during life is possible only if the patient survives the splenic 
tuberculosis long enough, so that the tuberculous foci in the 
spleen undergo calcification and thus become detectable by 
x-rays. Since such cases are rare, he feels justified in report- 
ing several in which clinical and x-ray examinations and in 
some also microscopic examinations justified the diagnosis of 
a calcified tuberculosis of the spleen. In four cases x-ray 
examination of the spleen revealed multiple calcified nodules 
in the spleen. To be sure, such shadows in the spleen have 
four possible explanations: they may be caused by calcified 
animal parasites, by phleboliths, by nonspecific calcified granu- 
lomas and by calcified tubercles. The author evaluates these 
possibilities in the reported cases. In three of his cases 
it became possible later to subject the calcified splenic nodules 
to microscopic studies. He found that neither the x-ray nor 
the microscopic examination permits a definite diagnosis. To 
be sure, in three cases general pathologic considerations made 
a calcifying splenic tuberculosis highly probable; however, in 
a fourth it proved difficult to render an exact differentiation 
from phleboliths and nonspecific calcified foci. Discussing the 
pathogenesis of calcifying splenic tuberculosis the author cites 
a fifth case which, strictly considered, does not belong to the 
aforementioned group of cases because there were no calcified 
splenic foci. However, observations in this case indicate that 
a general tuberculosis of the lymphatic apparatus plays a 
decisive part in the pathogenesis of splenic tuberculosis. 


S. Donhoffer and E. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
82: 5997-6092 (Dec. 17) 1938. Partial Index 
Future of Children with Congenital Myxedema. L. F. Schaeffer.— 
. 6008. 
“Risk and Advantages of Energetic Treatment with Neoarsphenamine and 

Bismuth Compounds. C. W. Bottema.—p. 6014 
Sodium Content of Blood Serum in Thyrogenic Degeneration of Liver. 

J. C. M. D. Verschure.—p. 6021. 

Combined Neoarsphenamine and Bismuth Therapy.— 
Bottema compares the risk involved in the energetic 
neoarsphenamine-bismuth treatment with the advantages of this 
method. He describes the disturbances which he observed in 
1,140 men of the navy who were subjected to energetic therapy 
with neoarsphenamine and bismuth compounds. The mortality 
of this treatment was found to be 0.087 per cent; the total 
morbidity was 4.6 per cent. The neoarsphenamine was chiefly 
responsible for the toxic complications, that is it caused all 
the deaths (0.087 per cent) and its morbidity rate was 3.9 per 
cent, bismuth compounds having a morbidity rate of 0.7 per 
cent. Of 647 patients observed for from five to seventeen 


years the mortality from syphilis was found to have decreased 
by 2.8 per cent and the morbidity (calculated on the basis of 
the patients with clinical signs, the cases only serologically 
positive being excluded) by 49 per cent. 
far outweigh the risks involved. 


The advantages thus 
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During the one hour out of twenty-four 
(between 5 and 6 o’clock any evening) when 
even medical students become human beings, 
if an inquiring reporter were to drop in at 
one of Ann Arbor’s eight medical fraternity 
houses he would be apt to find most of its 
members relaxing lazily on the davenports, 
grouped around the piano or, more probably, 
overbidding a weak bridge hand. By engaging 
in conversation the “dummy” at the sunporch 
bridge game, the interviewer would probably 
learn the following: 

The student is a freshman in medical school, 
21 years old but soon to celebrate his twenty- 
second birthday anniversary. He may or may 
not be helping his family in financing his school- 
ing by outside work. He is almost sure to be 
unmarried, is very apt to be a Michigan resident 
and there is a 50-50 chance that he has a col- 
lege degree. There is also an even chance that 
he will be seen in church on the following 
Sunday. He will probably state that he spends 
from $2 to $5 each month on social activi- 
ties, most of which will find its way to the 
till of one of Ann Arbor’s five modest cinema 
palaces. The remainder probably goes for occa- 
sional university or fraternity dances. Probably 
he does not “go for” the concerts and lectures 
sponsored by the university. The entire cost 
of his first year he estimates at from $600 to 
$1,000, with emphasis on the higher figure. Out 
of this he would probably budget his room cost 
at from $150 to $200 and his board at from 
$250 to $300. He is not sure how much his 
clothes will cost him during this first year but 
guesses at anywhere from $50 to $150. He is 
very apt to choose gross anatomy as his favorite 
subject thus far in his career. His premedical 
grade average is approximately B. 


The author received help and cooperation from Miss Vera 
Cummings and (Mrs.) Joyce Stanchfield of the Medical Office and 
Dr. Bradley M. Patten of the Anatomy Department in the prepara- 
tion and distribution of the questionnaires. Dean Albert C. 
Furstenberg and Dr. H. Marvin Pollard gave encouragement and 
suggestions. 


MICH. 


Over at the grand piano, a young man pauses 
a few moments to offer this information: 

As an “average” sophomore, he is between 
22 and 23 years old and the chances are good 
that he is doing some outside work along with 
his studies, although he is also leaning pretty 
heavily on the family for aid. He too is apt to 
be single and a Michigan resident. While he is 
more apt to have a college degree, there is less 
chance that he will be seen with his freshman 
brother in church. He spends about the same 
on social activities as his beginning classmate, 
with emphasis on movies and dances, but he is 
“discovering” the concerts and lectures and may 
be attending one or both scries. As for the 
total cost of his first year, he has already found 
out that his budget had been rather slim and 
that $700 was about the lowest figure he could 
spend, with $1,000 a more workable figure. 
However, he has learned to make his room 
money go further but the board figure remains 
about the same. His freshman extravagance at 
the Ann Arbor haberdasheries is standing him 
in good stead, so that his clothes cost will 
average about $50 less this year. He is even 
more likely to choose anatomy as his favorite 
subject now, although there is a definite leaning 
toward such new studies as pathology and bio- 
chemistry. His premedical average too was 
about B, and he probably finished his first vear 
in the middle third of the class. 

In another corner a young man is smiling 
over the Tonics and Sedatives in THE JOURNAL. 
He lays the magazine aside to give these facts: 

Nearly 24 years old, he is a junior in medical 
school and probably just got back from several 
hours of extracurricular work. By this work 
he is able to lean less on his family for financial 
support than he had the year before. Although 
nearly a fourth of his classmates have been 
married during the previous summer, he is still 
single and probably claims Michigan as _ his 
home. He is almost sure to have a college 
degree and, more than any of his brothers from 
the other classes, is probably a regular church 
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attendant. He too spends on the average from 
$2 to $5 for his social activities, although not 
infrequently this figure may be around $10. 
He is like as not to spend much of this on movies 
and dances but, with his future place in com- 
munity life constantly in mind, he finds it stimu- 
lating to be a rather regular attendant at the 
concerts and lectures. Legitimate stage plays 
in Detroit not infrequently cut into his social 
fund. Although he still finds that $1,000 is 
about the average yearly cost of schooling, he 
_has learned in his two previous years how to 
“cut corners” and may be able to shave this 
figure down to as low as $500. His room cost 
is about the same as during his sophomore year 
but his board is apt to have risen slightly, since 
he must occasionally eat at the hospital instead 
of getting back to “the house” for his paid-for 
meals. His clothes cost is still less this year, 
probably being no more than $25 to $50. 
Although he is now spending his entire time in 
the hospital, he has not yet had enough of any 
one course to pick an outstanding clinical 
favorite and he probably will choose pathology 
as his favorite subject, but he still remembers 
his anatomy dissections with fondness; internal 
medicine courses are beginning to strike his 
fancy. His premedical grades were probably 
mostly A’s and B’s and he seems to have had 
a few more of the former than his under- 
classman brothers. 

Just as the first dinner chimes are sounded a 
rather earnest young man hurries in from the 
hospital. As he climbs to his room, doffs his 
white coat and prepares for supper, he tells 
his story: 

Having just learned of his acceptance as an 
intern for the following year, this senior feels 
far more mature than his 24 years. The chances 
are even that he is doing some outside work 
and he finds that more than at any other time, 
except during his sophomore year, he is having 
to depend on his family for financial aid; he 
has probably borrowed some money to com- 
plete his last year. Nearly a third of his class- 
mates are married but he is still a bachelor and, 
probably, a native of Michigan. He probably 
boasts a college degree but attends church less 
than any of his less advanced classmates. He 
is less apt to overstep a $2 to $5 monthly budget 
for social activities than his junior friends and 
so attends movies and dances more and the 
concerts, lectures and plays less. One thousand 
dollars is still his annual average cost of school, 
although he finds that this figure sometimes goes 
a little higher during his final year. His bene- 
dick friends are finding that their housing costs 
are mounting to such figures as $250 and $300, 
but he is still paying about the same as in previ- 
ous years; his meals too are about the same as 
before. He is spending less for clothes (from 
$25 to $50 yearly, with emphasis on the smaller 


figure) than at any other time during his medi- 
cal school career. Having sampled the entire 
curriculum, the odds are that he will favor his - 
medicine courses, especially those entailing 
clinical work; but surgery is a close second in 
his choice, just nosing out obstetrics and gyne- 
cology. Pathology still ranks high in his favor 
and he has still fond recollections of his gross 
anatomy days. He too probably entered medi- 
cal school with a previous average of B. 

Statistics leading to the foregoing informa- 
tion were obtained by circulating nearly 500 
questionnaires among the four classes of the 
University of Michigan Medical School during 
November and December 1938. While the 
distribution and collection of these question- 
naires had the approval and cooperation of the 
medical office, they are in no way official, hav- 
ing been circulated by me to obtain information 
which I believe is both interesting and infor- 
mational to both students and faculty. Any 
inaccuracies must therefore be placed on my 
doorstep. Information that I gleaned from the 
questionnaires was supplemented through per- 
sonal interview among students taken at random 
from the several classes. Verbal information 
closely coincided with that obtained in the writ- 
ten forms and apparently serves to authenticate 
the latter. While slightly less than half the 
entire student body returned completely filled in 
questionnaires, the number who furnished par- 
tial information and the additional personal 
interviews represents a majority of the medical 
students. The fact that of the total number 
who filled in questionnaires there was approxi- 
mately one third in each of the three “grade 
divisions” of each class also serves to verify 
the belief that the information is a true cross- 
sectional picture of this medical school. 

Official figures show the total enrolment of 
the University of Michigan Medical School to 
be 475, of which forty are women. Class enrol- 
ment figures are 121 freshmen, 125 sophomores, 
127 juniors and 102 seniors. Of these 40 per 
cent returned completed questionnaires. With 
additional personal interviews, the total answer- 
ing was about 60 per cent. 

While the foregoing word pictures of 
“average” Michigan medical students may be 
regarded as typical, the extremes in each cate- 
gory varied widely. The questionnaire, entitled 
“University of Michigan Medical School Cen- 
sus,” was marked confidential. It was explained 
that while answers were not obligatory they 
would be appreciated, and that additional 
details might be written on the back of the 
sheet. The questions covered the following 
points: 

General Information.—Class. Entrance date. Age. 
Sex. Married or single. Children. Nationality. Citi- 


zen? Home city and state. Other medical schools. 
Premedical school. Degree. Full-time student? Local 


19 


VotumeE 112 
NuMBER 8 


AMERICAN MEDICAL ASSOCIATION STUDENT SECTION 


781 


address: fraternity, own home, apartment, rooming 
house, elsewhere. Church. Member? Attend? Fra- 
a social and/or medical. Member. Pledge. 
ate. 

Social Activities—Approximate cost per month. 
Principally movies, dances, plays or what? Attending 
concert series, lectures, Detroit legitimate plays, other 
events? Approximate annual cost of clothes, room, 
board. Other hobbies with approximate cost. 

Scholarship.—Approximate grade average in pre- 
medical school. Class standing: First year, second 
year and third year in class of how many? Honor 
point average of all work. Favorite subjects in medi- 
cal school. Grades. 

Outside Work.—Percentage of self support. Type 
of work and hours per week, with salary, for each 
year and summer school. Summer work. Approxi- 
mate annual cost of school attendance each year. 
Method of financing medical education. Whether 
willing to give more details on personal interview. 


Information on these points is presented 
under the separate headings as they appeared 
on the questionnaire. 


GENERAL INFORMATION 

Age.—Freshmen: range, 20 to 29; 37 per cent 21, 
28 per cent 22. Sophomores: range, 20 to 33; 33 per 
cent 22, 22 per cent 23. Juniors: range, 21 to 31; 
29 per cent 23, 29 per cent 24. Seniors: range, 21 to 
37; 38 per cent 24, 29 per cent 25. : 

Married Students.—Freshmen 7 per cent, sopho- 
mores 11 per cent, juniors 27 per cent, seniors 32 
per cent. 

Residents of Michigan.—Freshmen 82 per cent, 
sophomores 70 per cent, juniors 79 per cent, seniors 
76 per cent. 

Literary School Degrees.—Freshmen 56 per cent, 
sophomores 70 per cent, juniors 86 per cent, seniors 
82 per cent. 

Medical Fraternity Membership.—Freshmen 78 per 
cent, sophomores 78 per cent, juniors 74 per cent, 
seniors 69 per cent. 

Church Attendance.—Freshmen 49 per cent, sopho- 
mores 44 per cent, juniors 56 per cent, seniors 41 


per cent. 
SOCIAL ACTIVITIES 

Monthly Cost: Freshmen: range, 0 to $20; 40 per 
cent $2-$5, 24 per cent $6-$10. Sophomores: range, 
0 to $30; 52 per cent $2-85, 19 per cent $6-$10. Juniors: 
range, 0 to $50; 42 per cent $2-85, 33 per cent $6-$10. 
oe’ range, $2 to $25; 51 per cent $2-85, 33 per cent 
$6-$20. 

Type: Freshmen: movies 71 per cent, dances 38 per 
cent, concerts 7 per cent, lectures 5 per cent, plays 
1 per cent, various 19 per cent. Sophomores: movies 
60 per cent, dances 33 per cent, lectures 11 per cent, 
concerts 15 per cent, Plays 11 per cent, various 22 
per cent. Juniors: movies 52 per cent, dances 29 per 
cent, concerts 37 per cent, lectures 33 per cent, plays 
23 per cent, various 2 per cent. Seniors: movies 54 
per cent, dances 38 per cent, concerts 30 per cent, 
lectures 30 per cent, plays 35 per cent, various 
2 per cent. 

SCHOLARS HIP 

Premedical Grade Average (students’ own estimate). 
—Freshmen: A, 11+ per cent; B, 79 per cent; C, 8+ 
per cent. Sophomores: A, 11 per cent; B, 78 per cent; 
C, 11 per cent. Juniors: A, 15 per cent; B, 63 per 
cent; C, 19 per cent. Seniors: A, 11 per cent; B, 78 
per cent; C, 11 per cent. 

Class Standing.—As was expected, approximately 
one third of each class fell into each of the hypo- 
thetical grade divisions: the upper, middle and lower 
third. The majority of the students remained in the 


same division throughout their four years. It was 
hoped that the questionnaires might bring out a rela- 
tionship between class standing and age of the student, 
but careful survey of the data shows about the same 
distribution in each of the three grade divisions as in 
the class as a whole. 

Favorite Subject (only those chosen by 5 per cent or 
more).—Freshmen: anatomy 41 per cent, biochemistry 
19 per cent, embryology 10 per cent, histology 5 per 
cent. Sophomores: anatomy 52 per cent, pathology 
26 per cent, biochemistry 22 per cent, physiology 19 
per cent, bacteriology 7 per cent. Juniors: pathology 
31 per cent, medicine 23 per cent, anatomy 17 per cent, 
obstetrics 12 per cent, physiology 10 per cent, sur- 
gery 10 per cent, biochemistry 8 per cent, physical 
diagnosis 6 per cent. Seniors: medicine 54 per cent, 
surgery 30 per cent, obstetrics and gynecology 24 per 
cent, pathology 11 per cent, anatomy 8 per cent, 
pediatrics 8 per cent, biochemistry 5 per cent, physi- 
ology 5 per cent, psychiatry 5 per cent. All classes: 
medicine 36 per cent, anatomy 30 per cent, pathology 
24 per cent, surgery 19 per cent, obstetrics and gyne- 
cology 18 per cent, biochemistry 14 per cent. (These 
percentages include only those classes which have 
already studied the courses voted on.) Other subjects 
voted for by 3 per cent or more of any one class 
included clinical microscopy, public health, neuro- 
anatomy and ophthalmology. 


EXPENSES 

First Year.—Freshmen: range, $250 to $1,300; 35 per 
cent $600 to $1,000. Sophomores: range, $300 to 
$1,300; 59 per cent $700 to $1,000. Juniors: range, 
$500 to $2,500; 60 per cent $800 to $1,200. Seniors: 
range, $260 to $1,250; 68 per cent $600 to $1,000. 

Second Year.—Sophomores: Too few estimated to 
make figures reliable. Juniors: range, $400 to $2,500; 
62 per cent $500 to $1,000. Seniors: range, $260 to 
$1,400; 62 per cent $600 to 1,000. 

Third Year.—Juniors: Too few estimated to make 
figures reliable. Seniors: range, $260 to $1,200; 70 per 
cent 8600 to $1,100. 

Fourth Year.—Seniors (estimates): range, $260 to 
$1,200; 46 per cent $600 to $1,000. 

Room.—Freshmen: range, 0 to $450; 48 per cent 
$150 to $200. Three per cent worked for their room. 
Sophomores: range, 0 to $400; 60 per cent $150 to 
$175; 4 per cent worked for their room. Juniors: 
range, 0 to $684; 50 per cent $150 to $175; 8 per cent 
worked for their room. Seniors: range, 0 to $400; 
54 per cent $250 to $350; 19 per cent worked for their 
room. (Those living at home listed their room 
expenses as zero.) 

Board.—Freshmen: range, 0 to $400; 45 per cent 
$250 to $300; 11 per cent worked for their meals. 
Sophomores: range, 0 to $400; 63 per cent $175 to 
$300; 15 per cent worked for their meals. Juniors: 
range, 0 to $1,140; 52 per cent $200 to $300; 19 per 
cent worked for their meals. Seniors: range, 0 to 
$400; 62 per cent $200 to $300; 24 per cent worked 
for their meals. 

Clothes.—Freshmen: range, 0 to $300; 31 per cent 
$25-$50, 27 per cent $75-$100, 35 per cent $100-$150. 
Sophomores: range, 0 to $150; 41 per cent $25-350, 
48 per cent $75-100. Juniors: range, 0 to $300; 33 per 
cent $25-$50, 66 per cent varied widely. Seniors: 
range, $10 to $300; 53 per cent $25-850, 47 per cent 
varied widely. 

Method of Financing Medical School.—Freshmen: 
family aid 58 per cent, borrowing 15 per cent, inheri- 
tance, bonds or trust fund 8 per cent, outside work 
51 per cent. Sophomores: family aid 85 per cent, © 
borrowing 7 per cent, inheritance, bonds or trust fund 
7 per cent, outside work 52 per cent. Juniors: family 
aid 68 per cent, borrowing 29 per cent, inheritance, 
bonds or trust fund 8 per cent, outside work 40 per 
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cent. Seniors: family aid 74 per cent, borrowing 
38 per cent, outside work 44 per cent, about 3 per cent 
partially financed themselves as blood donors. 


OUTSIDE WORK (DURING SCHOOL YEAR) 

Working.—Freshmen 51 per cent, sophomores 59 
per cent, juniors 60 per cent, seniors 54 per cent. 

One Hundred Per Cent Self Supporting.—Freshmen 
14 per cent, sophomores 11 per cent, juniors 23 per 
cent, seniors 11 per cent. 

Seventy-Five Per Cent Self Supporting.—Freshmen 
11 per cent, sophomores 11 per cent, juniors 12 per 
cent, seniors 16 per cent. 

Fifty Per Cent Self Supporting.—Freshmen 4 per 
cent, sophomores 11 per cent, juniors 2 per cent, 
seniors 16 per cent. 

Twenty-Five Per Cent Self Supporting—Freshmen 
25 per cent, sophomores 26 per cent, juniors 23 per 
cent, seniors 11 per cent. 

Type of Work.—Waiting table and washing dishes is 
the most common. Other common jobs externship, 
assistant in university laboratories, laboratory work 
in hospital and/or doctor’s office, NYA, assistant 
diener, selling medical books and instruments, orderly 
in hospital, fraternity house manager, fraternity 
“store,” donor for transfusions, instructor, janitor, 
caretaker, life insurance work, practice of dentistry, 
subject for medical experiments, usher at university 
affairs, store clerk, music teacher, carrying paper 
route. 

Relation of Outside Work (during school attendance) 
and Grades.—Freshmen: Premedical average of A, 
7 per cent worked outside. Premedical average of B, 
42 per cent worked. Premedical average of C, none 
worked. 

Sophomores: Premedical average: A, 5 per cent 
worked; B, 59 per cent worked; C, 11 per cent worked. 

Freshman average: Upper third of class, 80 per cent 
worked. Middle third, 40 per cent worked. Lower 
third, 50 per cent worked. 

Juniors: Premedical average: A, 19 per cent 
worked; B, 62 per cent worked; C, 21 per cent worked. 

Freshman average: Upper third, 66 per cent 
worked. Middle third, 40 per cent worked. Lower 
third, 80 per cent worked. 


Sophomore average: Upper third, 80 per cent 
worked. Middle third, 60 per cent worked. Lower 
third, 65 per cent worked. 

Seniors: Premedical average: A, 50 per cent 
worked; B, 80 per cent worked; C, 8 per cent worked. 

Freshman average: Upper third, 85 per cent 
worked. Middle third, 75 per cent worked. Lower 
third, 1 per cent worked. 

Sophomore average: Upper third, 92 per cent 
worked. Middle third, 37 per cent worked. Lower 
third, 25 per cent worked. 

Junior average: Upper third, 99 per cent worked. 
Middle third, 37 per cent worked. Lower third, 
25 per cent worked. 


Although analysis of these figures is some- 
what difficult, the tendency appears to be toward 
higher grades for those students who are work- 
ing their way through school, in whole or in 
part. 

COMMENT 

Surveys and questionnaires of this kind sug- 
gest infinite possibilities which might be reveal- 
ing as well as interesting. I had originally 
intended only to find the percentage of working 
students, but the frequent discussions by groups 
of students have convinced me that medical 
students are keenly interested in how their fel- 
low students live. In my opinion it would be of 
great interest if a similar census would be taken 
in other medical schools. Fair warning should 
be given any student, however, who anticipates 
such an undertaking that the preparation, dis- 
tribution and collection of the questionnaires, 
together with the problem of shaping the data 
into presentable form, entail many hours of 
tedious work and that the project is hardly one 
to be undertaken during the busy school year. 

1414 Washington Heights, Ann Arbor (home address, 
Seattle). 


Comments and Reviews 


TEACHING THE MEDICOSOCIAL 
ASPECTS OF CASES 


Abridgment of an article by Dr. George P. Reynolds, 
instructor in medicine at Harvard University Medical 
School, Boston, published in the New England Jour- 
nal of Medicine, Jan. 5, 1939. 


Medicine is not a science which can be prac- 
ticed by the precise methods of reasoning and 
deduction of the mathematician, the chemist or 
the physicist. The human reaction to external 
or internal factors is a variable which prevents 
the accurate relation between cause and effect 
that characterizes the work of the true scientist. 
The innumerable social, economic, psychiatric 
and physical elements of each situation make 
ever changing the reaction of the human being 
even during the course of a brief illness. 

Emphasis in the teaching of medicine on the 
physical and laboratory approach to disease 
obscures the importance of methods and quali- 


ties which enabled the old fashioned family 
doctor to bring solace and tranquility to patients 
and to discover factors in their illness which 
would not have been revealed by the most com- 
plete modern laboratory studies. 

Clinical medicine is taught principally in the 
wards and outpatient departments. From the 
point of view of the study of disease the public 
hospital is the best place for such teaching. The 
difficulty is that in these surroundings the 
patient is likely to be stripped of his personality, 
his human relationships and the complexities 
of his own particular life and environment. 
The student and even the instructor tend to 
speak of him, for example, as a “case of gastric 
ulcer.” They fail properly to investigate the 
economic, occupational, social and psychologic 
problems that he is facing and that may bear 
on the etiology and treatment of his illness. 

There is a tendency to speak of all symptoms 
as either functional or organic and to base their 
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treatment on this arbitrary method of classi- 
fication. Few physicians seem to realize that 
environmental factors often cause dysfunction 
of an organ and that dysfunction may result in 
a lesion. There is much evidence that anxiety 
may lead to gastric hyperacidity and eventually 
to gastric ulcer, that exacerbations of arthritis 
frequently follow prolonged periods of mental or 
physical overactivity and that arterial hyperten- 
sion is frequently found in the high pressure 
type of individual. A summary of the social 
service investigation and the recommendations 
resulting from it should be incorporated in the 
patient’s record in as routine a manner as are 
consultations from medical specialists. 

The lack of a proper liaison between the phy- 
sician and the social worker hides from the 
student and house officer the importance of con- 
sidering the social aspects of each case before 
drawing conclusions as to diagnosis and man- 
agement. The physician whose experience has 
been confined to patients within a hospital is 
prone to look on the social service department 
as a charitable endeavor to better the lot of poor 
patients. This is erroneous, as similar social 
problems arise among well-to-do patients. 

This criticism does not imply that attempts to 
teach the medicosocial approach to medical 
problems have not been made. Instructors at 
various schools have given lectures in recent 
years on this aspect of medicine. But the social 
approach to the study of cases has received 
insufficient emphasis in the education of medi- 
cal students and has been totally neglected by 
many instructors. The need is to permeate the 
entire curriculum with such teaching rather than 
to confine it to any one department. We should 
adopt a more humane rather than a purely 
material attitude toward the problem of the 
individual. We should return to greater empha- 
sis on the health and happiness of the patient as 
the primary aim of medical practice, but not at 
the expense of minimizing the importance of the 
control or cure of disease. We should develop 
in students a consciousness of the importance 
of the social aspects of medicine, bring them to 
realize their responsibilities as physicians not 
only to the patient but to his family, the com- 
munity and humanity, and teach them how to 
elicit and evaluate scientifically the social fac- 
tors of the individual case and to demonstrate 
how to construct a plan of treatment that is 
socially and medically adequate to the indi- 
vidual patient. 


IMPORTANCE OF SOCIAL ASPECTS 

The value of social study in diagnosis, the 
part it plays in determining the exact treatment 
of the case and its role in the prevention of dis- 
ease and psychologic maladjustments must be 
demonstrated to students so that they may see 
clearly that this is an integral part of medicine, 
not merely an allied field of social endeavor. 


Students must learn that social service depart- 
ments were created because this aspect of the 
cases of indigent patients was being neglected 
by busy physicians and that social service 
departments represent merely a dissemination 
of the function of the physician. The study and 
evaluation of the social component of each 
medical problem is, moreover, a duty which the 
physician has to assume unaided in dealing with 
his private patients. 


REALIZATION OF RESPONSIBILITIES 

Students frequently ask Is it the physician’s 
duty to go into family affairs so remotely con- 
nected with the patient’s disease? Doesn’t his 
responsibility end with the treatment of that 
disease? Doesn’t this belong to the field of pre- 
ventive medicine, psychiatry or a social welfare 
agency? To answer them it is necessary to give 
students a view of the whole field of medicine, 
at one end of which is the chemist, the bacter- 
iologist and the physiologist; next comes the 
trained clinical investigator, and near him 
stands the public health officer, striving to pre- 
vent disease in the community. In the middle 
are the more limited aspects of practice, the 
specialist who attacks patients’ problems from 
one point of view. At the other end of the pic- 
ture is the psychoanalyst, who deals with the 
abnormalities of intellect and the emotions—the 
field so stupidly described as functional dis- 
orders. The work of each touches that of all 
the others. Every human being has his own 
psychologic peculiarities. Throughout the whole 
panorama we have the internist or the general 
practitioner, who serves as liaison between all 
the other groups and who must occasionally 
take an active role in the work of each group. 
The cardiologist has not helped his patient when 
he advises a sedentary life or “light work” to an 
individual who has a family to support and 
whose only means of livelihood is moving fur- 
niture. If, through his knowledge of the patient, 
through social agencies or by any other means a 
cardiologist finds some employment for the 
patient compatible with his physical limitations, 
he has more fully performed his function as a 
physician. Thus he would aid not only the 
patient but also his family and the community, 
which would otherwise have been obliged to 
care for them all. Such considerations as these, 
illustrated by actual cases, should convince the 
student of his responsibility as a physician and 
his duty to society as well as to the individual. 
Then he will see that it is part of the duty of 
physicians to act at times as public health offi- 
cers, at others as psychiatrists, and to try to 
prevent disease as well as to cure it. Then the 
student will realize that he must often become 
involved in social situations apparently remote 
from his patient’s disease. 

Evaluation of the social data in relation to the 
patient’s ailment depends first on the physi- 
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cian’s ability to elicit the story. The student 
must realize that the usual brief summary of 
the social, marital, economic and occupational 
history found in hospital records is inadequate. 
Knowledge of the patient’s ambitions, hobbies, 
interests, contacts, moods, thinking processes 
and his ability to adjust himself to the handi- 
caps which his illness imposes should be evalu- 
ated. The physician or social worker seldom 
expects to gain all this information at the first 
visit, and if the patient is acutely ill perhaps 
little or none can be learned from members of 
the family. Brief conversations with his com- 
panions may reveal factors deeply affecting the 
patient’s psychologic environment. 

One is handicapped if the patient is seen only 
in the physician’s office or the hospital. In pri- 
vate practice it may be desirable to seek an 
excuse to see the patient in his home or in his 
business environment. Although this is seldom 
possible to arrange for the student, its signifi- 
cance should be impressed on him. 

The value of these factors in the treatment of 
the sick cannot be overemphasized. I men- 
tioned their importance a few years ago, and 
further thought on the subject has strengthened 
my convictions. Today with an ever increasing 
number of tests and diagnostic procedures we 
are too prone to forget the importance of treat- 
ing the patient as a whole man and to see his 
problems from his point of view. An illness 
which to us is trivial may fill him with terror. 
On the other hand his apparent success in any 
field may be far short of his aim, or his ambi- 
tion may lie in an entirely different direc- 
tion. Eliciting the social history demands tact, 
patience and keen perception. Its evaluation 
requires imagination, experience and the ability 
to see the problems through the patient’s eyes. 


DEVELOPMENT OF AN ADEQUATE PLAN 
OF TREATMENT 

The weakest point in treatment in a public 
hospital usually develops at the time of the 
patient’s discharge. The planning of after-care 
is usually left to a house officer whose medical 
experience has been limited to hospital work. 
The first step in planning the after-care is to 
give the patient or his family a thorough under- 
standing of his illness, its resulting limitations, 
their probable duration and their implications 
with regard to his future. It is frequently advis- 
able to pass much of this information on to 
relatives rather than to the patient. However, 
it is the patient who must make the adjustment 
and carry out the instructions, and he must be 
given as complete an understanding of his situa- 
tion and the reasons for each limitation as is 
consistent with his welfare. 

An intelligent police officer who had been 
recuperating from a coronary thrombosis was 
about to be discharged. The intern reported 
that the patient had been given a thorough 


understanding of the nature of his condition 
and its limitations, that he had arranged to 
retire from police work and that his future 
convalescence had been carefully planned for 
him. Partly to demonstrate to the students 
the details of such planning and partly to 
elicit the patient’s reaction to his limitations, 
the visiting physician asked him what he was 
going to do when he went home that after- 
noon. “Put the wife and kids in the car and 
start for California. We ought to make 200 
miles before dark” was the surprising answer. 
Further questioning revealed no understanding 
of the situation by the patient or by the intern. 
The intern apparently assumed that all police- 
men are patrolmen and had informed the patient 
that his work was not compatible with the 
degree of cardiac damage he had suffered, and 
that he should resign and spend the next few 
months “sitting around outdoors.” The patient 
had been attached to police headquarters, where 
his duties were almost entirely clerical, and this 
sedentary life he thought had been the cause of 
his illness. To him driving eight hours a day 
was a pleasant way of “sitting around out- 
doors.” With proper planning, his retirement 
was changed to a leave of absence; his conva- 
lescence was completed at home, and he was 
then able to return to his previous work with — 
slight modifications. The intern had entirely 

failed to acquire or to give the patient an under- 
standing of the medicosocial situation and had 
allowed the patient to develop for himself a 
most undesirable program of after-care. 

It is often more important for the plan of 
treatment to be practical for the patient and 
his family, and compatible with his financial 
and occupational resources, than for it to be 
the ideal therapy for his disease. The office 
worker may be unable to take milk and cream 
every hour but can arrange for a bland diet, 
regular meals and repeated periods of relaxa- 
tion, which are often as effective in the treat- 
ment of peptic ulcer. A wage earner with 
diabetes may not be able to enter a hospital for 
regulation of his disease or be able to weigh his 
food, but such individuals can frequently be 
treated successfully while at work and can learn 
to estimate the composition of food intake with 
sufficient accuracy to permit insulin therapy. 


METHODS 


The methods of teaching the social component 
of medicine vary widely. The instruction is 
given by many different departments of some 
medical schools and by social workers without 
the aid of physicians in others. It is attempted 
variously by lectures, medicosocial ward rounds, 
case studies, case presentations, conferences and 
in some instances visits to the home. Each has 
its own advantages. The method of teaching 
will depend on the peculiar abilities of the indi- 
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vidual and the situation at a particular medical 
center. The essential is to present to the student 
the approach to his cases in the most effective 
way. 

Deliberation on the methods employed in 
other clinics, together with experiences at the 
Harvard unit of the Boston City Hospital, has 
led to certain general conclusions: 

The teaching of the medicosocial aspects of 
cases is most effective if conducted by a physi- 
cian rather than by a social worker alone. 

The function of the social worker in such 
teaching should be subsidiary to, though in close 
association with, that of the clinician. 

The case method of presentation, whether on 
ward rounds, in outpatient departments or in 
conference, is more suited to this teaching than 
didactic lectures alone. 

The subject should not be*introduced as a 
separate entity but in close correlation with the 
purely medical aspects of a disease or a case. 

The ultimate aim is to have such teaching 
permeate the whole medical curriculum in all 
discussions that deal with diagnosis, prognosis, 
treatment and the prevention of illness. 


WELCOME TO THE FRESHMAN CLASS 


Abridgment of an address by Dr. Evarts A. Graham, | 


Bixby Professor of Surgery, to the Freshman Class of 
Washington University School of Medicine, St. Louis, 
Sept. 21, 1938. 


Each one of you holds a place that was sought 
by eight others. Some have been actuated 
by the humanitarian ideal of relieving an 
individual of the handicaps of illness, others 
are inspired by the sciciitific aspects of medicine 
and a desire to gain the satisfaction that goes 
with making some discovery. Perhaps some 
have been led to make this choice because of 
family traditions. 

As one who has watched the careers of many 
students I offer some advice. Medicine is a full 
time career from the moment one enters on it. 
It is a jealous god expecting to receive from its 
votaries all their talent and energy, and lavish- 
ing no rewards on those who are not fully 
consecrated to its service. Unless one feels that 
one is led into this profession by an enthusiasm 
and a zeal which will not be satisfied with any 
other kind of work, it would be better to select 
another career. Those who have undertaken 
the study of medicine in a spirit of indifference 
and without the zeal demanded usually become 
tragic figures in later life. The faculty recog- 
nizes this principle and believes it is acting in 
a spirit of kindness when, after it is apparent 
that an individual is unsuited for a medical 
career, it advises him to withdraw and to enter 
some other field of activity. 

To you who are about to begin the fascinating 
and engrossing study of medicine, the oppor- 


tunities for personal satisfaction are greater 
than have ever before existed. On the clinical 
side opportunities exist as never before really 
to make a diagnosis and to do something 
rational and effective to cure the patient. The 
humanitarian yearning is therefore more easily 
satisfied now than it could have been even 
twenty-five years ago. The x-rays, our principal 
diagnostic agent, are less than fifty years old, 
and surgery, our most dramatic method of 
treatment, is scarcely any older in its modern 
sense. 
MANY NEW FIELDS 

Scientific medicine is developing so rapidly 
and so many new fields of investigation are 
being discovered that almost any one with a 
good intellect and with proper training can 
make some new observation or discovery. If 
the discovery is considered by others to be 
important, the thrill cannot be equaled by the 
acquisition of wealth or by rewards generally 
sought after by those who, in other careers, are 
less fortunate than we votaries of medicine. 
The scientific view of disease is scarcely a 
century old. Before that time the study of 
medicine consisted largely of learning the 
dogmas of recognized authorities. Galen’s 
writings were unchallenged for a_ thousand 
years. In our country almost up to the Civil: 
War Benjamin Rush was considered an almost 
infallible authority. He assumed that there is 
fundamentally only one disease, albeit with 
different manifestations, and that one form of 
treatment, bleeding, sufficed for all disease. 
The medical student’s work then was simple 
compared with that which we expect of you. 
At that time the student could inherit his books 
from his grandfather and still be up to date. 
Because of the tremendous pace at which 
medical knowledge is accumulating, some of 
the textbooks which you will purchase will be 
more or less obsolete by the time of your 
graduation. A few years ago Dr. Singer, Dr. 
Ballon and I were persuaded by a publishing 
house to write a book on chest surgery. This 
is the newest field of surgery and there was no 
adequate book on the subject. We undertook 
our work with enthusiasm but promptly 
found that no sooner had we completed and 
set aside one chapter to prepare the next than 
we had to go back again to the finished chapter 
to add new knowledge that was constantly being 
contributed in the literature of the world. There 
was a constant stream of new facts being added. 
It appeared as if we never could finish the 
book because of our inability to finish one 
chapter. We finally succeeded in completing 
the manuscript by agreeing that no literature 
after a certain date would be quoted. The book 
appeared three years ago but already it is 
obsolete. My own ideas of many aspects of 
chest surgery have so changed in this brief time 
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that I should prefer not to have any one read 
certain parts of the book today. This experience 
will convince you, I think, of how rapidly 
changing the knowledge of medicine is. In your 
clinics in the senior year, if you hear some 
physiology expounded which seems discordant 
to that which you learned as a sophomore, don’t 
jump to the conclusion that we clinicians don’t 
know our physiology. Give us a break by 
assuming that maybe in the two years that have 
elapsed the accepted concepts have changed. 

You are now beginning the study of medicine, 
but you will never finish it. Even after gradua- 
tion you must still be earnest and hard working 
students. You must acquire the habit of good 
reading. Do not confine yourselves to the 
perusal of advertisements of pharmaceutic firms 
but read regularly several journals which per- 
tain to fields in which you have a special 
interest. Those who will become clinicians I 
would urge to read some journals outside the 
clinical field and a monograph now and then 
on some special aspect of medicine. Those who 
are not going to be clinicians I would likewise 
urge to read some good clinical journals. After 
all, clinical medicine is only applied anatomy, 
physiology, pathology and bacteriology. A 
good clinician must be reasonably well versed 
in those sciences, and if he is to be progressive 
he must keep abreast of their new develop- 
ments. This may sound like an arduous task. 
On the contrary, one who is a true votary will 
have an unconquerable urge to try to keep 
abreast of the times. The strong hand of this 
jealous god will lead him to his reading as 
irresistibly as if he were being led by a ring 
in his nose. 

A USE FOR USELESS KNOWLEDGE 

I hope that you may remember some of these 
remarks during the next two years, because you 
will probably wonder what practical use some 
of the work expected of you can have. “How 
can the study of the reactions of a nerve in the 
hind leg of a frog have anything to do with 
curing a man of appendicitis?” you may ask. 
Well, there are fundamentals that every good 
doctor must know. A clinical picture of, say, 
appendicitis is built up on a_ structure of 
fundamentals of the medical sciences. A 
disease of any organ in the body is not confined 
to that organ but exerts its effects on the whole 
body. A knowledge of the fundamental reac- 
tions of the structures of the body is useful 
practical knowledge to the clinician. A child 
may fail to see the value to him of learning 
the multiplication table, but we elders know its 
value. Moreover, as Abraham Flexner has 
repeatedly emphasized, there is a use for useless 
knowledge. Faraday’s discoveries in electricity 
at the time seemed to be merely additions to 
useless knowledge, but they created a new era 
of civilization. Could any one have predicted 


that the Wright Brothers machine flown at Kitty 
Hawk, N. C., could in less than a lifetime 
threaten the security of Great Britain and in 
a sense annul the long accepted influence of 
sea power? These are examples of useless 
knowledge. The faculty of your school will 
endeavor to avoid as much as possible expecting 
you to learn things which can never possibly 
be useful to you. We feel, however, that 
probably we are better judges than you are of 
what should be taught in a medical school. 

To be a well educated doctor, more than 
reading is necessary. Attendance at medical 
meetings is important. From hearing and 
seeing new work presented often far more 
inspiration is obtained than merely from 
reading reports. Inspiration is obtained also 
from the opportunities to see “in person” the 
great and to make the acquaintance of your 
colleagues. Travel to well known institutions 
and clinics is also a stimulating experience. 
One can always learn from the other fellow. 

In stressing the importance of concentration 
on your medical work I have not meant to omit 
another desirable aspect of a doctor’s education. 
The stress of modern civilization and _ the 
enormous expansion of medical knowledge 
have to some extent done something to make 
us as a class lose our general culture. It is 
shocking to find medical students who are not 
even well versed in their native language. 
Many cannot spell correctly in either written 
or spoken English. Doctors of medicine are a 
group who have probably devoted more years 
to their education than any other group. It 
would be a pity if the specialized education 
should drive out the general cultural education 
which at one time was supposed to be a 
prerequisite to the study of medicine. For 
your own satisfaction and recreation I would 
advise, in less busy moments, the cultivation of 
the muses. Read good literature; exercise your 
talents in art, music and poetry. Accomplish- 
ment in these fields will bring satisfaction and 
solace in many dark moments. 

I should like to speak of some of the rewards 
of a medical career. From the time of the 
ancient Greeks the profession of medicine has 
been closely identified with that of teaching. 
Students flocked to the masters for instruction 
and thus medical knowledge was passed on 
from one generation to another. The medical 
school, as we think of it, is comparatively 
modern. To many an enormous satisfaction is 
obtained from watching the development of 
pupils and from the feeling that perhaps in 
some measure one has contributed to the 
inspiration of the successful ones. Medicine 
now offers opportunities in executive positions, 
in public health activities, in the army and 
navy, in editorial positions. There are oppor- 
tunities for many to obtain the reward of 
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personal satisfaction even if their inclinations 
lead them out of the main tent into the side- 
shows. 

There are some who think that as a group 
successful clinicians are rich. This is a mis- 
taken idea. The number of those who have 
become wealthy through the practice of medi- 
cine is a very small fraction of one per cent of 
the total, and some of those have indulged in 
questionable procedures in order to make their 
riches. The signs of the times would indicate 
that even less than in the past will opportunities 
arise for becoming wealthy in this profession. 
Those of vou who have entered this career 
because of the financial returns would do well 
to turn about now before you realize too acutely 
the disappointment. 

I should like briefly to state my own ideas of 
the great physician. First of all in the require- 
ments are those qualities which are embraced 
in the word character—honesty, integrity and 
moral instincts. Nothing is more horrible than 
a dishonest doctor, one who advises an opera- 
tion that is not necessary inerely to obtain a 
fee, one who wilfully misrepresents the results 
of an examination or one who bears false 
witness against his colleagues. The great doctor 
must also have wisdom. He must have a natural 


instinct to avoid saying the wrong thing or at 
least saying the wrong thing in the wrong way. 
He must avoid unnecessarily terrifying his 
worried patients or their families. The wise 
doctor usually can be thoroughly honest and 
at the same time assuage the fears and worries 
of his patient even in a hopeless case. The great 
doctor must also, in the words of Paul, have 
faith, hope and charity; faith that the patient 
has a chance to get well, and charity toward 
the unreasonableness of a patient and his family 
as well as toward the financial calamity which 
often the illness has been to the patient. If I 
were choosing a doctor for myself I should 
prefer one with slightly less intelligence but 
with unquestioned character than one who is 
brilliant but of questionable integrity. That 
crookedness can exist in this noble profession 
perhaps is a shock to you. The vast majority 
of the doctors of my acquaintance, and it is a 
large one, are thoroughly trustworthy, but in 
a group of 150,000 persons there will be all 
gradations, 

Probably never before has the doctor been 
so much respected as he is now. This is due 
in no small part to the revolution in medical 
education which occurred in this country about 
twenty-five vears ago. 


Correspondence 


THE ART OF DIAGNOSIS 

To the Editor:—-Permit me to discuss the article by 
Mr. Frank Cook, F.R.C.S., published under Comments 
and Reviews in the Student Section January 28, 
page 376 

Mr. Cook apparently has been associated with one 
of the medical colleges which has always _ placed 
England in the foremost ranks of educators of doctors. 
He admits his close relationship to the senior students 
and decries the lack of diagnostic intuition in those 
just entering the clinical field. Surgeon Cook then 
criticizes the system of organized (if somewhat 
standardized) method of approach adopted by the 
well trained medical student in investigating the 
complaints of patients. 

Mr. Cook refers to the carefully organized clinical 
investigation of every patient, regardless of his 
complaint, as emanating from America and as inclined 
to stultify a clinician’s initiative and relegate him to 
the permanent role of “clinical clerk.” 

It is disappointing to read these words from one 
of academic rank. American medical education has 
its defects, but not one of them can be attributed to 
the lapses mentioned by the author. The very features 
stressed in our educational system (careful histories, 
routine investigations from every angle and differential 
reasoning) are those which have placed graduates of 
our approved medical colleges and hospitals on a 
plane unequaled by any country. Only by frequent 
repetition of these procedures and careful serial 
notations do “clinical clerks” acquire acumen which 
eventually accords them those much cherished but 


sometimes doubtful qualities referred to in Mr. Cook’s 
comments. What else is “inductive reasoning” but 
reasoning based on careful, painstaking examination 
of a patient combined with clinical experience? The 
latter acquisition requires years of accretion of bits 
of clinical observations based on careful investigations. 

Mr. Cook refers to the “endless series of irrelevant 
and uninspired” notations as indicative of some one 
contemplating the “writing of a paper” or the attempt 
at hiding lack of wits under a “cloak of pseudo- 
scientific enterprise.” One wonders. Has Mr. Cook 
failed in his attempt to inspire medical students? 
Nothing is more inspirational than the methods 
adopted whereby “clinical clerks” follow their staffs 
from bed to bed discussing these “series of irrelevant 
and uninspired clinical investigations” and by discus- 
sions and deductions arrive at conclusions which they 
do not hesitate to note in the clinical records. Further, 
these same groups are courageous enough to verify 
their deductions either under the microscope or in 
the autopsy room. Are these methods conducive or 
not to the “scantiest notion of diagnostic values?” 
In answer to Mr. Cook, at least at the Medical College 
of the University of Cincinnati (Cincinnati General 
Hospital) we do “go the whole hog” whenever it is 
at all possible. We do have every “available body 
fluid examined with reference to every chemical con- 
stituent and micro-organism known to science.” In 
this way frequently the conclusion “I do not know” 
is reached, but only after careful appraisal of every 
sign and symptom. 


JULIEN E. BENJAMIN, M.D., Cincinnati. 
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Medical College News 


Medical schools, hospitals and individuals will confer a favor by sending to these headquarters original 
contributions, reviews and news items to be considered for publication in the Student Section. 


Officers of Association of Medical Students 

At the third annual meeting of the Association of 
Medical Students at Philadelphia, December 28-30, Mr. 
Trawick H. Stubbs, Emory University School of 
Medicine, Atlanta, and Mr. David E. Hepford, Temple 
University School of Medicine, Philadelphia, were 
elected co-presidents of the association for the ensuing 
year. The outgoing president was Mr. William Dewey 
Davis, Division of Biological Sciences, University of 
Chicago. Mr. Herbert K. Abrams, University of Illinois 
College of Medicine, Chicago, was elected correspond- 
ing secretary; Miss Agnes Denholm, University of 
Illinois College of Medicine, Chicago, recording 
secretary, and Mr. Alfred Russell Huxol, Division of 
Biological Sciences, University of Chicago, treasurer. 
The next annual meeting of the Association of Medical 
Students will be held at Wayne University School of 
Medicine, Detroit, in December 1939. 


Lectures to Students on Economics 

A series of lectures on medical economics beginning 
January 27 will be given to the fourth year students 
at Louisiana State University School of Medicine, New 
Orleans. Dr. Joseph Rigney D’Aunoy, dean of the 
school, announced that the first lecture dealing with 
life insurance was given by Mr. Frank Limont, super- 
intendent of agents of the Pan-American Life Insurance 
Company. Lectures will follow on systematic savings, 
bookkeeping, real estate as an investment, record and 
file systems and the income and distribution of phy- 
sicians, given by Mr. Fred Elisworth of the Hibernia 
National Bank, Mr. J. Harry Rees of the Remington 
Rand Company, Mr. Richard Foster of the Depart- 
ment of Public Welfare of New Orleans and Mr. 
J. E. Blum Sr. of the Louisiana Real Estate Board. 
Mrs. Elizabeth Greenwald, record librarian of the 
Louisiana Charity Hospital, will give the final lecture 
on hospital records. The dean stated that these 
lectures were given for two reasons: first, the notorious 
inability of medical men to safeguard their own finan- 
cial interests and, second, to link up the future 
physician’s personal finances with the present wide- 
spread discussions of socialized medicine. 


Appointments at Tennessee 

Dr. Wilson L. Williamson, associate professor of 
gynecology at the University of Tennessee College of 
Medicine, Memphis, has been appointed professor and 
head of the department to succeed the late Dr. William 
T. Black. Dr. Williamson is a graduate of Tulane 
University of Louisiana School of Medicine, New 
Orleans, and a former president of the Tennessee State 
Medical Association. Dr. Richmond McKinney, pro- 
fessor of otology, laryngology and rhinology in the 
college for many years, has resigned to devote all his 
time to private practice. His successor is Dr. 
William Likely Simpson, associate professor of otology, 
laryngology and rhinology. 


College Cooperates with County Society 
The dean of Wayne University College of Medicine, 
Detroit, in his last annual report stated that the school 
endeavors to cooperate in every possible way with the 
Wayne County Medical Society. The dean and mem- 
bers of the staff serve on various committees of the 
county organizations as well as the state medical 


society. The faculty council includes many prominent 
members and officers of the society. It is recognized 
that the objectives of the society and the College of 
Medicine in relation to the improvement of medical 
education and medical service in the community are 
similar. There is therefore every reason for encourage- 
ment given to complete cooperation and understanding 
between the college and the society. Among the joint 
projects of the university and the society has been the 
establishment of a council or service for high school 
and college students who are interested in medicine as 
a career. The service will be under the direction of 
the division of student personnel of the university. 


Case Report Contest for Interns 

The Allegheny County Medical Society, Pittsburgh, 
sponsors an annual case report contest which is open 
to all interns of any approved hospital in Allegheny 
County. The report should be of a case that has been 
under the care of the person submitting the report 
during his internship and should consist of not more 
than 1,000 words. The manuscript should bear an 
appropriate title for the report but nothing to indicate 
the identity of the writer. Attached to the manuscript 
should be a sealed envelope bearing the name of the 
writer, the hospital at which he is serving, the school 
and year of graduation and the initials or signature 
of the member of the staff in whose service the case 
was attended. The first prize will be $25 and the 
second $15. Manuscripts should be mailed prior to 
April 1, 1939, to the Secretary, Allegheny County 
Medical Society, Jenkins Arcade, Pittsburgh, marked 
“Case Report Contest.” 


Woman’s Medical College 

Dr. Winifred B. Stewart, assistant clinical professor 
of neurology at Woman’s Medical College of Pennsyl- 
vania, Philadelphia, has received an appointment to 
the psychopathic division of the department of 
neuropsychiatry of the Philadelphia General Hospital. 
Mildred W. S. Schram, Ph.D., of the Donner 
International Cancer Foundation recently addressed 
the students of the Woman’s Medical College of 
Pennsylvania on “Problems of Cancer Research.”—— 
Dr. Catharine Macfarlane, professor of gynecology, 
addressed the Cancer Forum of the Lankenau Hospital 
Research Institute Noy. 29, 1938, on “The Value of 
Periodic Pelvic Examinations.” 


University of California 

Dr. George E. Tucker, Los Angeles, recently lectured 
at the University of California Medical School, San 
Francisco, on “The Legal Aspects of the Practice of 
Medicine,” “Medical Records and Their Legal Effect,” 
“Medical Evidence in the Courts,” “Malpractice Lia- 
bilities and Defenses and Other Civil Actions Against 
Physicians,” “Medico-Legal Problems in Cases Involv- 
ing Insurance,” and “Medico-Legal Aspects of Work- 
men’s Compensation.” Only the senior class was 
required to attend these lectures, but they were 
attended by many members of the faculty and resident 
staff. Dr. James M. D. Olmsted, Ph.D., professor 


of physiology, who attended the recent sixteenth Inter- 
national Physiological Congress in Zurich, Switzerland, 
also engaged in research in France on the life of. 
Francois Magendie, nineteenth century neurologist, 
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whose biography is now in preparation.——Sherburne 
F. Cook, Ph.D., a Guggenheim Fellow, is in Mexico 
studying the influences of European civilization on 
the birth and death rates of the aboriginal population. 
Dr. Stacy R. Mettier, associate professor of 
medicine, is in England doing research on hematology 
in the laboratory of Dr. L. J. Witts at the University 
of London. 


The Next Examination for the Army Medical Corps 

The War Department has announced an examination, 
March 20-24, for the purpose of qualifying candidates 
for appointment as first lieutenants in the medical 
corps, regular army, to fill vacancies occurring during 
the next calendar year. The examination is open to 
all male graduates of acceptable medical schools who 
have completed one year’s internship in an approved 
hospital or who will complete such an internship June 
30 and who will not be over 32 years of age at the 
time it will be possible to tender a commission. Those 
doctors who do not complete their internships until 
June 30 will not be eligible for appointment until July 
1. The examination will be conducted by boards of 
medical officers convened throughout the United 
States and will consist of a physical examination, a 
written examination in professional subjects and a 
determination of the candidates’ adaptability for 
military service. Full information and application 
blanks will be furnished on request addressed to the 
Adjutant General. War Department, Washington, D. C. 
Applications will not be considered after March 4. 


Fiftieth Anniversary of Department of Biology 

A dinner in celebration of the fiftieth anniversary 
of the founding of the department of biology at West- 
ern Reserve University and the fifty years of service 
there of Francis H. Herrick, Ph.D., now professor 
emeritus of biology, was held Dec. 3, 1938. President 
Winfred G. Leutner was toastmaster. Edwin G. 
Conklin, Ph.D., executive vice president of the Ameri- 
can Philosophical Society and professor emeritus of 
biology at Princeton University, gave the principal 
address. 


National Board Questions in Pharmacology 


Following are the questions used by the National 
Board of Medical Examiners in pharmacology and 
materia medica in part one of the examination held 
Sept. 12-14, 1938: 

Answer any six questions. 1. Discuss the action on the central 
nervous system of (a) caffeine citrate, (b) atropine sulfate, (c) 
digitalis and (d) picrotoxin. 2. State the sources of (a) theelin 
(estron), (b) prolan A, and (c) prolan B. Discuss their actions. 
3. Discuss the possible ways by which sulfanilamide may act as 
a germicidal agent. 4. State the symptoms of poisoning by (a) 
histamine, (b) insulin and (c) carbon tetrachloride. 5, Discuss 
the difference in the action on metabolism of (a) thyroid extract 
and (b) dinitrophenol. 6. Explain the differences in the action 
on the uterus of (a) ergotoxine and (b) an aqueous extract of 
ergot. 7. Discuss the arsenoxide theory of the action of arsphen- 
amine. 8. Explain the action on the coronary circulation of 
(a) nitroglycerin, (b) digitalis and (c) theobromine with sodium 
salicylate. 


Intern Case Report Contest 

The second annual intern case report contest for 
interns is open to all accredited east side hospitals 
in Detroit. Dr. Cyril K. Valade is chairman of the 
committee and Dr. Ledru O. Geib is honorary chair- 
man. Other members of the committee are: Drs. 
George A. Troester, William J. Yott, Ralph A. Johnson, 
William W. MacGregor, Louis D. Stern and Harold J. F. 
Kullman. The prizes are $100, $50 and $25. The 
committee urges that the attending physicians at all 
the eligible hospitals encourage their interns to enter 
the contest and lend any necessary advice. The con- 
test will close March 1. 


Hutchings Hall Dedicated 


A new building was dedicated Oct. 5, 1938, at the 
Utica State Hospital, Utica, N. Y., which bears the 
following inscription: 

This building is named to commemorate the services of Richard 

Henry Hutchings, physician, teacher, administrator, superintendent 
of the Utica State Hospital, who has devoted his life to the welfare 
of the unfortunate. 
At the dedication services were five upstate college 
presidents. The state of New York was represented 
by Dr. William J. Tiffany, Albany, commissioner, State 
Department of Mental Hygiene, and Dr. Frederick W. 
Parsons, New York, the former commissioner. John A. 
DeCamp, superintendent of the Utica Public Schools, 
and Dr. Herman G. Weiskotten, dean and professor of 
pathology of the Syracuse University College of Medi- 
cine, also participated. In Hutchings Hall will be 
centered the educational and recreational activities 
which Dr. Hutchings has developed in the adminis- 
tration of a great state hospital. Dr. Hutchings grad- 
uated from the Bellevue Hospital Medical College, New 
York, in 1891, and has devoted thirty years of his 
service to the state of New York. He is now president 
of the American Psychiatric Association. 


Student Clinic Day at Wayne University 

The first Student Clinic Day at Wayne University 
School of Medicine, Detroit, was held Dec. 15, 1938. 
Routine classes were dismissed so that students, faculty 
members and visiting alumni might participate in 
student-led discussions and demonstrations. The activi- 
ties were in charge of the college chapter of the Ameri- 
can Association of Medical Students. 

The student council of the college held its semi- 
annual student-faculty-alumni reunion on the same day. 
The council correlated its reunion features with the 
day’s program, serving a luncheon at the college and 
sponsoring a dinner and evening program at which 
awards were presented to recognize noteworthy work 
in the clinic. 


Ohio Personals 

Dr. Tom D. Spies, associate professor of medicine, 
University of Cincinnati College of Medicine, addressed 
the University of Wisconsin Medical Society, Madison, 
January 10 on “Recent Advances in the Study of Pel- 
lagra.” Associates of Dr. Carl J. Wiggers at Western 
Reserve University School of Medicine, Cleveland, gave 
a tea Nov. 23, 1938, in honor of the twentieth anni- 
versary of his appointment as professor of physiology. 
Dr. Wiggers received a book of photographs and letters 
of appreciation from the president of the university, 
the dean of the school of medicine, members and 
former members of the staff of the department of 
physiology and students who have done special work 
under his tutelage. 


Additions to Louisiana State University 

About $500,000 is to be expended on additions and 
alterations to the medical building of the Louisiana 
State University Medical Center, New Orleans, accord- 
ing to the dean, Dr. Joseph Rigney D’Aunoy. The 
improvements are being financed jointly by the uni- 
versity and the PWA. The eighth floor of the build- 
ing, which is now one third the size of the other 
floors, will be extended. The library space will be 
extended 90 by 50 feet. Quarters for experimental 
animals on the seventh floor are also being rebuilt, 
with its present space tripled. Complete overhauling 
of the heating system is included in the program, with 
individual controls installed for every classroom and 
laboratory. The distilled water, drainage and pumping 
systems will also be entirely overhauled. 
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Ohio State Board Questions in Pathology 
The following questions were used by the State 
Medical Board of Ohio in the examinations for 
licensure held at Columbus Dec. 7-9, 1938: 


1. Discuss the use of vaccines for upper respiratory infections. 
How would you select or prepare the selected type? 

2. What tests would you use in insuring the best results from 
urinary antiseptics, and why? 

Describe the pathology of a tuberculous area in the lung. 

4. Describe the changes that have taken place in a_ sclerotic 
artery. 

5. Describe the microscopic picture of a well marked case of 
chronic glomerulonephritis. 

6. What are the changes in a joint in hypertrophic arthritis? 

7. What are the essential differences between benign and malig- 
nant tumors? 

8. What frequent diseases are traceable to the milk supply and 
discuss the objectives of pasteurization. 

%. Discuss the place of the family physician in cooperation with 
school authorities in an outbreak of diphtheria in a school in a 
small community. 

10. Discuss the legal rights and restrictions in prescribing 
narcotic drugs. 


Nevada Personal 
Russell Atkinson, president of the Nevada State 
Tuberculosis Association, spoke on community educa- 
tion on tuberculosis before students and_ faculty 
members at the University of Nevada recently under 
the auspices of a local chapter of Alpha Epsilon Delta, 
honorary premedical fraternity. 


Italian Chemist Comes to Wake Forest 
Dr. Camillo Artom, director of the physiologic 
institute of the University of Palermo in Sicily, has 
been appointed professor of biochemistry in the Wake 
Forest School of Medicine, Wake Forest, N. C. He 
succeeds Herbert C. Tidwell, Ph.D., who resigned to 
go to Baylor University. 


Lectures on Pellagra 
The second series of lectures under the John 
Wyckoff Lectureship at New York University College 
of Medicine, established by the Phi Delta Epsilon 
Fraternity, was presented Nov. 21 and 22, 1938, by 
Dr. Virgil P. W. Sydenstricker, professor of medicine, 
University of Georgia School of Medicine, Augusta. 

Dr. Sydenstricker spoke on pellagra. 


Additions to Library at Loyola 

More than 1,400 medical books and bound journals 
have been presented to Loyola University School of 
Medicine, Chicago, by Dr. Henry Schmitz Sr. and will 
form the nucleus of the new Memorial Library in the 
Mercy Hospital-Loyola University Clinics. Other 
additions to the library have been presented by Dr. 
Carl F. Schaub and Dr. Abraham W. Schram. 


Dr. Banting Addresses Students 
Sir Frederick G. Banting, Toronto, discussed the 
value of research at a luncheon in Winnipeg, Man., 
Nov. 29, 1938, under the auspices of the Winnipeg 
Medical Society. He also addressed students at the 
University of Manitoba Facully of Medicine. 


Temple University 

Under the auspices of the Association of Medical 
Students, Dr. Eric M. Matsner, New York, of the 
National Medical Council on Birth Control, addressed 
an open meeting in the Medical School Auditorium at 
Temple University, Philadelphia, January 26, on the 
subject “Control of Contraception and Preventive 
Medicine.” 


South Carolina Personal 

Dr. Hillyer Rudisill Jr., professor of radiology at the 
Medical College of the State of South Carolina, Charles- 
ton, tendered his resignation effective February 1. 
Dr. Rudisill has accepted a position as radiologist to 
the Piedmont Hospital; Atlanta, Ga. Dr. Bernard S. 
Kalayjian, formerly assistant to Dr. Rudisill, will suc- 
ceed him. 


Officers of Alumni Association of Mayo Foundation 

Dr. Julius H. P. Gauss, Indianapolis, was elected 
president of the alumni association of the Mayo 
Foundation at the twentieth annual meeting held in 
Rochester, Minn. Other officers are Dr. Lester D. 
Powell of Des Moines, Iowa, first vice president; Dr. 
George M. Constans of Bismarck, N. D., second vice 
president; Dr. John Richards Aurelius of St. Paul, 
reelected secretary, and Dr. Duncan M. Masson, Roches- 
ter, associate secretary and treasurer. 


Intern Alumni Day at Pawtucket 


The Memorial Hospital, Pawtucket, held an intern 
alumni clinic day Nov. 2, 1938. The morning was 
devoted to clinics by the staff. In the afternoon the 
following program was presented, with Dr. John F. 
Kenney, chief of the medical division, presiding: 

Dr. Alexander Randall, Philadelphia, Obstructive Uropathy. 

Dr. William D. Stroud, Philadelphia, Coronary Insufficiency. 

Dr. Harry Bond Wilmer, Philadelphia, Endocrine Therapy in 

the Treatment of Allergic Disorders. 

~ — M. Piersol, Philadelphia, Acute Hepatic Cellular 

sease, 


New Building at Georgia 


The new Classroom-Clinic Building at the University 
of Georgia School of Medicine, Augusta, was dedicated 
December 9. Dr. Eugene E. Murphey, professor of 
clinical medicine, was the principal speaker. Dr. 
George Lombard Kelly, dean of the University of 
Georgia School of Medicine, presided. 


Promotions at New York University | 

The chancellor of New York University, Harry W. 
Chase, LL.D., announced recently the following pro- 
motions in the College of Medicine: 

Dr. Edward R. Maloney to professor of dermatology and syph- 
ilology to succeed Dr. oward Fox, who retired to become 
professor emeritus. Dr. Maloney has been a teacher at New York 
University for fifteen years. 

Dr. Clarence de la Chapelle to professor of medicine. Dr. de 
la Chapelle, who has been on the faculty for thirteen years, 
received his education at Fordham University and at New York 
University and at present is acting director of the Third Medical 
Division at Bellevue Hospital, also chief of the cardiac clinic at 
Lenox Hill Hospital and consulting cardiologist at St. Luke’s 
Hospital, Newburgh. 

Dr. Robert Gewanter, instructor in otorhinolaryngology. 

Dr. Stuart Z. Hawkes, instructor in surgery. 

Dr. Irwin Edward Siris, assistant clinical professor of surgery. 

Dr. Leonard Goldwater, instructor in preventive medicine. 

Dr. T. Campbell Hooton, assistant in anatomy. 

Dr. William Kaufmann, Dean W. Horace Hoskins Fellow in 
comparative pathology. 


Dr. Howard T. Karsner Honored 

The associates and former pupils of Dr. Howard T. 
Karsner, director of the Institute of Pathology and for 
twenty-five years professor of pathology at Western 
Reserve University Sehool of Medicine, Cleveland, 
commemorated his sixtieth birthday by presenting 
him with his portrait, painted by Rolf Stoll, head of 
the department of portraiture of the Cleveland School 
of Art. The event took place at a tea in honor of Dr. 
and Mrs. Karsner, January 6, at the Institute of 
Pathology. Preceding the tea, the faculty of the school 
of medicine gave a surprise luncheon at the Cleveland 
Club in honor of Dr. Karsner. 
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